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SUPPLIED 

Oral Solution: 
bottles of 1 and 3 
fluidounces and 
bottles of 1 pint. 
Also available for 
intravenous or 
intramuscular use: 
Ampuls, 1.5 ml. 
and 5 ml; 
Multiple-dose Vials, 
20 mi. 


Coramine 


ORAL SOLUTION (257 cows) 


Coramine is a proved respiratory and central 
nervous system stimulant, useful in controlling 
Cheyne-Stokes respiration and paroxysmal dyspnea 
associated with cardiac decompensation. 

The choice of oral or intravenous therapy de- 
pends upon the seriousness of the situation. When 
a prompt response is necessary, the intravenous 
route is preferred. Oral administration produces 
a slow, progressive improvement—usually one to 
three days elapse before the optimum benefit is 
realized. 

Since Coramine is rapidly and completely ab- 
sorbed from the gastrointestinal tract, the Oral 
Solution (3 to 5 ml., three to five times a day) may 
be administered in cases of chronic cardiac decom- 
pensation or in convalescence following acute 
coronary occlusion. 
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patients 


with 


angina pectoris 


... your treatment can make the difference 


In angina pectoris: “. . . the difference between 
complete, or almost complete, absence of symp- 
toms, or a prolonged illness with much suffering” 
may lie in routine prophylaxis with Peritrate.’ 


New studies continue to confirm the effectiveness 
of this long-acting coronary vasodilator. “Impres- 
sive and sustained improvement” is observed in 
patients on Peritrate therapy.’ 


Simple prophylaxis: Peritrate is not indicated to 
abort the acute attack (nitroglycerin is still the 
drug of choice). However, you can reduce or 
eliminate nitroglycerin dependence and provide 
continuing protection against attacks of angina 
pectoris with Peritrate. Prophylaxis is simple: 10 
or 20 mg. of Peritrate before meals and at bed- 
time. Maintenance of a continuous daily dosage 
schedule is important for successful therapy. 


Peritrate has been demonstrated to prevent or 








reduce the number of attacks, lessen nitroglycerin 
dependence, improve abnormal EKG findings and 
increase exercise tolerance.*** 

The specific needs of most patients and regimens 
are met with Peritrate’s five dosage forms: Peritrate 
10 mg. and 20 mg. tablets; Peritrate Delayed Ac- 
tion (10 mg.) for continuous protection through 
the night; Peritrate with Phenobarbital (10 mg. 
with phenobarbital 15 mg.) where sedation is also 
required; Peritrate with Aminophylline (10 mg. 
with aminophylline 100 mg.) in cardiac and cir- 
culatory insufficiency. 

Usual Dosage: 10 to 20 mg. before meals and at 
bedtime. 


References: 1. Rosenberg, H. N., and Michelson, A. L.: 
Am. J. M. Sc. 230:254 (Sept.) 1955. 2. Kory, R. C., et al.: 
Am. Heart J. 50:308 (Aug.) 1955. 3. Winsor, T., and 
Humphreys, P.: Angiology 3:1 (Feb.) 1953. 4. Plotz, M.: 
New York State J. Med. 52:2012 (Aug. 15) 1952. 5. 
Dailheu-Geoffroy, P.: L’Ouest-Médical, vol. 3 (July) 1950. 


Peritrate’ 


(brand of pentaerythritol tetranitrate) 


WARNER-CHILCOTT 





Dosage: 1 tablet 
b.i.d. or t.i.d., 
adjusted to the 
individual. 


CIBA 


SUMMIT,N. J. 








Serpasil Ritalin Serpatilin 
tranquilizer psychomotor emotional 
stimulant stabilizer 


To induce emotional equilibrium in those who swing from anxiety 
to depression, Serpatilin combines the relaxing, tranquilizing action 
of Serpasil with the mild mood-lifting effect of the new cortical 
stimulant, Ritalin. In recent months, numerous clinical studies have 
indicated the value of combining these agents for the treatment of 
various disorders marked by tension, nervousness, anxiety, apathy, 
irritability and depression. Arnoff,’ in a study of 51 patients, found 
the combination of definite value in a variety of complaints, noting 
no effect on blood pressure or heart rate. Lazarte and Petersen’ also 
found Serpatilin effective in counteracting the side effects of re- 
serpine and chlorpromazine. They reported: “The stimulating effect 
of Ritalin seemed complementary to the action of reserpine... in 
that it brought forth a better quality of increased psychomotor 
activity.” 

1. Arnoff, B.: Personal communication. 2. Lazarte, J. A., and Petersen, M.C.: Personal 
communication. 


Serpatilin Tablets, 0.1 mg./10 mg., each containing 0.1 mg. Serpasil® (reserpine CIBA 
and 10 mg. Ritalin® hydrochloride (methyl-phenidylacetate hydrochloride CIBA). 


serpalilin 


(reserpine and methyl-phenidylacetate hydrochloride CiBA) 
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a potent choleretic 


Under the priming influence of ‘Bilron,’ 
natural bile flow and concentration of 
bile acids are greatly increased. When 
symptoms include intolerance to fats, 
constipation, or flatulence, ‘Bilron’ 
offers effective, gratifying relief. Also, 
‘Bilron’ dissolves in the small intestine 


T/H ANNIVERSARY 1876 


; ; 
- relieves after-eating distress 
and chronic constipation 








(IRON BILE SALTS, LILLY) 





at the optimal point for emulsification 
and absorption of fats. 


Available in 24-grain and 5-grain 
pulvules. 


DOSAGE: Usually 5 to 10 grains daily 
with meals. 
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Fombatthifity, to assist 
' you to individualize 
peptic ulcer therapy 


new... REVIDAL LQUID 


Because no two peptic ulcer or hyperacidity patients are 
alike, you frequently combine medications to individualize 
therapy. With Trevidal Liquid you can now be assured that 
your combinations will be stable and compatible. Based 
on the effective Trevidal formula which combines balanced 
amounts of 4 antacid ingredients to achieve acid neutraliza- 
tion without risk of side effects, plus Egraine®* to control 
antacid release, and Regonol®* to coat irritated stomach 
surfaces, Trevidal Liquid provides efficient antacid action 
with the added protection of assured stability and com- 
patibility in Rx combinations. Whenever you wish to com- 
bine an antacid with an antispasmodic, sedative, absorbent, 
antibacterial, costive, carminative, digestant, or laxative, 
zsemember that Trevidal Liquid guarantees stability and 
compatibility. Available in 12-oz. bottles. 





EACH TEASPOONFUL (5cc) CONTAINS: 


Aluminum hydroxide. . 90mg. Magnesium carbonate. 60mg. 
Calcium carbonate .. 105mg. Egrsine®” sss 5-4-5 45 mg. 
Magnesium trisilicate . 150mg. Regonol®+ ....... 35 mg 











Organon ORANGE, N. J. 
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e Among our most urgent 
medical needs is the Rehabili- 
tation of the Disabled Older 
Patient so that he is restored 
to a happy, purposeful life, 
say Glenn Gullickson, Jr., and 
Frederic J. Kottke of the De- 
partment of Physical Medicine 
and Rehabilitation of the Uni- 
versity of Minnesota Medical 
School. Writing in the No- 
vember issue of GERIATRICS, 
they state that, although the 
majority of geriatric diseases 
are incurable, most of the con- 
ditions are remedial to a cer- 
tain extent. To illustrate the 
principles, common problems, 
and some necessary procedures 
in such treatment, they discuss 
the rehabilitation of patients 
with hemiplegia and_ those 
with degenerative joint disease. 


e In diagnosing Lesions of the 
Colon, it is not as important to 
differentiate immediately be- 
tween the malignant and be- 
nign as to establish that the 
lesion exists, says Orville King, 
assistant professor of surgery, 
Graduate School of Medicine, 
University of Pennsylvania. 
Such lesions are common in 
the older age groups, but their 
signs and symptoms are not 
consistent. When found, they 
can and should be removed. 
Age does not contradict sur- 
gical procedures for the elimi- 
nation of neoplasms located in 
the large bowel, for abdomi- 
nal-perineal resection can be 
carried out even in the ninth 
decade. 





e In order to meet budgetary 
restrictions, personnel needs, 
clinical deficiencies, and to 
bring about effective rehabili- 
tation, it is often necessary to 
employ special Rehabilitative 
Technics Adapted to the Se- 
verely Disabled, says Lewis A. 
Leavitt, chief of the Physical 
Medicine and Rehabilitation 
Service, Veterans Administra- 
tion Hospital, Houston, Texas. 
He stresses that such technics 
should be as functional as pos- 
sible and simple rather than 
complex. They should be de- 
signed with the possibility of 
use after discharge from the 
hospital. 


e Arthur L. Murphy presents 
his experiences with 126 new 
cases of Rodent Ulcer seen 
during a three-year period at 
the Head and Neck Tumor 
Clinic of Victoria General 
Hospital, Halifax, Nova Sco- 
tia. He discusses the varied 
pathology of the ulcer, the 
possible contributary causative 
factors, and the role of diet 
and endocrine substances in 
prophylaxis. Treatment of the 
rodent ulcer may be by roent- 
gen-ray irradiation, after bi- 
opsy, of minute lesions, or by 
excision. Large tumors are 
treated by wide excision and 
skin graft. Roentgen-ray irra- 
diation as treatment for pre- 
cancerous lesions is condemned. 


e In order to determine the 
cause of Postural Dizziness in 
the Aged, E. J. Orma and M. 











Koskenoja of the Research 
Center for the Aged, Helsinki, 
Finland, compared a group of 
postural dizziness patients with 
a control group without dizzi- 
ness. It was ascertained that 
cerebral neurologic symptoms, 
headache, tinnitus, cardiac fail- 
ure, high blood sugar values, 
and positional nystagmus were 
significantly more frequent in 
the postural dizziness group. 
No other difference was shown 
between the groups in any as- 
pect of internal medicine, neu- 
rology, or ophthalmology. 


e The Significance of Ocular 
Changes Occurring After Mid- 
dle Age is discussed by I. S. 
Tassman, professor of clinical 
ophthalmology at the Gradu- 
ate School of Medicine, Uni- 
versity of Pennsylvania. Many 
changes in the external ocular 
structure and appendages that 
occur with aging are not nec- 
essarily serious and can be 
corrected when indicated. In 
the average case, senile cata- 
ract can be removed with re- 
covery of normal vision. The 
presence of glaucoma, vascular 
hypertension, diabetes, and 
other chronic systemic diseases 
at this age can produce serious 
changes in the inner structures 
of the eye, resulting in visual 
loss. 


For these and other articles, 
abstracts, reviews, and special 
features, read every issue of 
GERIATRICS. 
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(DESOXYN® plus NEMBUTAL 
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a| to dispel anxiety and depression 
PAL’ 


One capsule represents 5 mg. DEsoxyn (Methamphetamine, Abbott) 


Hydrochloride and 30 mg. NEMBUTAL (Pentobarbital, Abbott) Sodium. 
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in bursitis, tendinitis, tenosynovitis 


DRAMATIC 
RELIEF 
OF PAIN 


N° MY-B-DEN 


(adenosine-5-monophosphate) 
Bischoff, 


DIVISION 


pain is relieved... function returns... 
swelling subsides...residual tenderness disappears 


this is the response pattern in acute and subacute bursitis with only 
7 or 8 injections.'! An average of 9 injections in chronic calcified 


tendinitis produces “unusually good results.”? 
Literature available to physicians—write Medical Service Department. 


references: (1) Rottino, A.: Journal-Lancet 7/:237, 1951. (2) Susinno, A. M., and 
Verdon, R. E.: J.A.M.A. 154:239 (Jan. 16), 1954. 


(4) AMES COMPANY, INC - ELKHART, INDIANA ia 
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to quiet the cough 


and caim the patient 





INTEGRATED ACTION 


1. Topical anesthetic action 


more powerful than that of cocaine 


2. Antihistaminic action 


to help control cough, bronchial spasm, 
and allergy-caused congestion 


3. Sedative action 
to allay nervous irritability 


4. Expectorant action 
to render the cough productive by aiding 
the secretion of protective mucus 


PHENERGAN 


EXPECTORANT 


Promethazine Expectorant with Codeine; Plain (without Codeine) 





®) 
Philadelphia 1, Pa. 
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combat the aging complex 


The significance of the years from 40 
to 60 in determining the future health 
of the aging and aged is becoming 
increasingly apparent.! Because main- 
tenance of nutritional and metabolic 
balance at this time will do much to 
modify and control progressive dis- 
orders of aging,?> administration of 
ELDEC Kapseals throughout “the mid- 
dle years” will help assure improved 
health, usefulness, and vitality in the 
years to come. 


VitaminA 


Vitamin B, mononitrate 


Ascorbic acid 
Nicotinamide 
Vitamin Bg 
Vitamin Bg 
Vitamin By with 
intrinsic factor 
concentrate 
Folic acid 
Choline bitartrate 


Pantothenic acid (as 
the sodium salt) 


Ferrous sulfate 
(exsiccated; 


lodine (as potassium 
iodide) 


Calcium carbonate 


Taka-Diastaseé 
Pancreatin 


\-Lysine monohydro- 
hi le 


chlorid 
di-Methionine 


Methy! testosterone 


Theelin 


1,667 Units (0.5 mg.) 
0.67 mg. 

33.3 mg. 

16.7 mg. 

0.67 mg. 

0.5 mg. 


0.033 USP Unit (oral) 
0.1 mg. 
6.67 meg. 


5 meg. 


16.7 mg. 


0.05 mg. 
66.7 mg. 
20 mg. 
133.3 mg. 


66.7 mg. 
16.7 mg. 


1.67 mg. 
0.167 mg. 





5,000 Units (1.5 mg.) 
2 mg. 

100 mg. 

50 meg. 

2 mg. 

1.5 mg. 


0.1 USP Unit (oral) 
0.3 mg. 
20 mg. 


15 mg. 


50 mg. 


0.15 mg. 
200 mg. 
60 mg. 

400 mg. 


200 mg. 
50 mg. 


5 mg. 
0.5 mg. 














al-vitamin-hor 


jap n 









bal-vitamin-hormone supplement 














Kapseals 


pr healthy, happy lives tomorrow 
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ELDEC Kapseals provide 10 important vita- 
mins plus iron, calcium, and iodine, factors 
helpful in correction of deficiencies fre- 
quently encountered in “the middle years.” 


ELDEC Kapseals contain the starch-digestant, 
Taka-Diastase, and pancreatin to promote 
digestion of proteins, fats, and carbohydrates 
favored by older patients. 


Lysine and methionine help to meet the need 
for protein, a common nutritional defect in 
the aged. 


Estrogen and androgen reinforce lowered 
output of atrophying gonadal tissues and 
help to correct osteoporosis and protein 
depletion states, 


One Kapseal three times daily before meals. Female 
patients should follow each 21-day course with a 
7-day rest interval. 


Aas! 


ELDEC Kapseals are available in bottles of 100. 


(1) Stieglitz, E. J., in Wohl, M. G., & Goodhart, R. S.: Modern Nutri- 
tion in Health and Disease, Philadelphia, Lea & Febiger, 1955, p. 
933. (2) Stare, F. J.: Bull. New York Acad. Med. 32:284, 1956. 
(3) Kaufman, W.: J. Am. Geriatrics Soc. 3:927, 1955. (4) Kinsell, 
L. W.: J. Am. Geriatrics Soc. 3:31, 1955. (5) Kaplan, L.; Landes, 
J. H., & Pincus, J.: Geriatrics 10:287, 1955. 
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all the benefits of the ‘‘predni-steroids”’ 
plus pr ; ive antacid action 
to minimize gastric distress 


< 


ROUTINELY ACHIEVED WITH C0 U al | 
se 


(Buffered Prednisone) 








* Multiple 
N " Compressed 
\ Tablets 
~ I 
Sr | we 
Clinical evidence!.2.3 indicates that : 
to augment the therapeutic advan- y a 
tages of prednisone and predniso- hy (Buffered Prednisolone) " 
lone, antacids should be routinely ‘ 2.5 mg. or 5 mg. pe 
co-administered to minimize gas- prednisone or — * m 
tric distress. prednisolone with ‘ 
50 mg. magnesium a 
References: 1. Boland, E. W., J.A.M.A. trisilicate and MERCK SHARP & DOHME 2 
- tae w Aart 1956. +e June it) 300 mg. aluminum DIVISION OF MERCK & CO.. INC e 
et a A 158:454, (June 1 hydroxide gel. 

1955. 3. Bollet, A. J. et al, J.A.M.A - . PHILADELPHIA 1, PA. a 
158:459, (June 11,) 1955. 19 
*‘CO-DELTRA’ and ‘CO-HYDELTRA’ are the trademarks of MERCK & Co., INC, Cc 
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in bronchial asthma 


clinical evidence” 


ROUTINE 


CO-ADMINISTRATION 


All the benefits of the 
“predni-steroids” plus 
positive antacid action to 
minimize gastric distress. 


References: 1. Boland, E. W.,. 
J.A.M.A. 160:613, (February 
25,) 1956. 2. Margolis, H. M. 
et al, J.A.M.A. 158:454, (June 
11,) 1955. 8. Bollet, A. J. et al, 
J.A.M.A. 158:459, (June 11,) 


CO-DELTRA’ and ‘CO-HYDELTRA'’ are the trademarks of MERCK & Co., INC. 





Multiple 
Compressed 
Tablets 


2.5 mg. or 5 mg. 
prednisone or 
prednisolone with 
50 mg. magnesium 
trisilicate and 

300 mg. aluminum 
hydroxide gel. 


*® indicates that to augment the 
therapeutic advantages of the “predni-steroids”’ 
antacids should be routinely co-administered 
to minimize gastric distress 


(Buffered Prednisone) 
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MERCK SHARP & DOHME 
DIVISION OF MERCK & CO... INC 
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A GERIATRICS NATURAL- 3 WAYS 
MEYENBERG POWDERED GOAT MILK 





Product of domestic milk goats which are carefully bred 
and fed to give highest quality milk—Meyenberg Pow- 
dered Goat Milk possesses, in natural form the three 
most desired attributes the doctor requires in prescrib- 


ing for the older patient! 


HIGH PROTEIN 


a concentrate of nature’s most efficient 
form of energy food 


HIGH PALATABILITY 


After dilution Meyenberg Powdered 
Goat Milk tastes just like dairy-fresh milk 


HIGH DIGESTIBILITY 


Asmaller, softer natural curd makes 
possible complete and easy assimilation. 


Pure...sterile... uniform in quality 


and don’t forget! Diet— specific for patients 
allergic to the lactalbumin of cow’s milk. 


MURIEN cn dédclew saad aanodwae tan ee an eeReee 38.5 % 
Lian Me REPEL TALEO REL ORE Co ee 26.5 % 
SON 5 55 Wisse ss 4440) ssalshaaeauek see sue 26.75% 
* ROSS OER CPD ee E ee e epe as. 6.0 % 
ST WGNs babs.06soSbuade os as haba eee 2.25% 


Powdered in 14 ounce, vacuum-packed can 





for further information 
write: 
JACKSON-MITCHELL 
Pharmaceuticals, Inc. 
Culver City, California 
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HOFFMANN-LAROCHE INC. 





From; Public Relations Department 
NUtley 2-5000, Extension 731 


For Immediate Release 





Only two doses a day are needed in most cases 
when the new antibacterial, Lipo Gantrisin 'Roche,' 
is used. Recent studies indicate that Lipo Gantrisin 
provides adequate blood levels for at least twelve 
hours; this is why it usually produces a round-the- 
clock effect with one dose in the morning and another 
at night. In exceptionally severe infections, three 
to four doses a day may be used initially. 

Lipo Gantrisin Acetyl contains Gantrisin Acetyl 
in a readily absorbable vegetable oil emulsion, It 
provides the same therapeutic advantages as Gantrisin 
-- wide antibacterial spectrum, little likelihood of 
renal blocking, no need for alkalies or forcing of 


(over) 
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fluids, and an exceptionally low incidence of side 
effects. 
Each teaspoonful of Lipo Gantrisin® Acetyl 

(acetyl sulfisoxazole) provides the equivalent of 

1 Gm of Gantrisin -- twice the concentration of most 
liquid sulfonamide preparations. The small volume 
of each dose and the two-a-day dosage schedule are 
of special value in the treatment of children and 


elderly invalids. 


(end) 
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and the 60-10-70 Basic Plan 


In the development of good eating 
— habits, medication is important, 


(ont Nes not only in initiating control, but also 


in maintaining normal weight.!23 


Obedrin contains: 


Formula 
e Methamphetamine for its anorexigenic and mood- Semoxydrine HCl (Metham- 
lifting effects. phetamine HCl) 5 mg.; Pen- 


tobarbital 20 mg.; Ascorbic 
acid 100 mg,; Thiamine HCl 
0.5 mg.; Riboflavin 1 mg.; 
Vitamins B, and B, plus niacin to supplement the diet. Niacin 5 mg. 


Pentobarbital as a balancing agent, to guard against 
excitation. 


Ascorbic acid to aid in the mobilization of tissue 
fluids. 


1. Eisfelder, H.W.: Am. Pract. 
& Dig. Treat., 5:778 (Oct.) 
1954). 


Since Obedrin contains no artificial bulk, the hazards 2.Sebrell, W.H.,Jr.:J.A.M.A., 


of impaction are avoided. The 60-10-70 Basic Plan 152:42 (May, 1953). 
provides for a balanced food intake, with sufficient 3. Sherman, R.J.: Medical 
protein and roughage. Times, 82:107 (Feb., 1954). 
Write for 
60-10-70 Menu pads, weight charts, 
and samples of Obedrin. BRISTOL, TENNESSEE 
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“Yes, I taught grammar 


to your father— 
and at seems 
like only yesterday!’ 


Time flies happily for the mature person in good health. To help 
keep these “senior citizens’ fit and active, many physicians pre- 
scribe GEVRAL—a comprehensive diet supplement specially prepared 
for persons past 40. Each dry-filled GEVRAL capsule provides 
14 vitaimins, 11 minerals, and Purified Intrinsic Factor Concentrate. 


Each GEVRAL Capsule contains: 


Vitamin A ne 5000 U.S.P. Units 
meaminD........... 500 U.S.P. Units Purified Intrinsic 
Vitamin Biz................. 1 megm. Factor Concentrate 
Thiamine Mononitrate (B1) : Iron (as FeSO.) 
Riboflavin (Bs). . E lodine (as Kl) 
Calcium (as CaHPO,) 
‘ Phosphorus (as CaHPO.) 
pyridoxine HCI (Bs) 0.5 mg. Boron (as Na2Bs07.10H20).... 
Ca Pantuthenate 5 mg. Copper (as CuO) : filled sealed capsules 
Choline Dihydrogen Citrate... 100 mg. re (as a * for more rapid and com- 
50 mg. anganese (as MnO2 = 
Ascorbic Acid (C) 50 mg. Magnesium (as MgO) _ rains reer 
Vitamin E Potassium (as KeSO,) ‘ rom aftertaste. ederle 
(as tocophery! acetates)... 10 1.U. 7inc (as ZnO) A i exclusive! 





Other Lederle geriatric products include: GEVRABON* Vitamin- Mineral 
Supplement Liquid with a wine flavor; GEVRAL* Protein Vitamin- 
Mineral-Protein Supplement Powder; and GEVRINE* Vitamin-Mineral- 
Hormone Capsules. 


t Lederte) LEDERLE LABORATORIES DIVISION AMERICAN CYANAMID COMPANY PEARL RIVER, NEW YORK 
#REG. U.S. PAT. OFF 








when the geriatric problem is 


constipation u } p VA C 


(Brand of dioctyl sodium sulfosuccinate— sodium benzoat| 


DIOVAC promotes normal evacuation through normal bowel 
function by permitting NOLES HI Ae ROME ATK ARORA RMON ING MESON RACHA LI) 
hard fecal mass; thus it corrects constipation naturally, without 
the risks or compromises of laxation—an ideal not only for the 
elderly but for patients of all ages. 





DOSAGE: One DIOVAC CAPSULE (50 mg.) or 1-2 
tsp. of DIOVAC SYRUP (20-40 mg.) -once or 
twice daily followed by a glass of water. 


in bottles of 50 
DIOVAC CAPSULES 


Dry-filled for maximum moisture 


penetration and no aftertaste. 


BIBLIOGRAPHIC !BACKGROUND 

Antos, R. J.: Southwestern Med. 37:236 
(Apr.) 1956. 

Council on Pharmacy and Chemistry: 
J.A.M.A. 161:65 (May 5) 1956. 

Jensen, A. R.: Personal communication, 
1956. 

Towsley, H. A.: J. Michigan M. Soc. 54:1064 
(Sept.) 1955. 

Wilson, J. L., Dickinson, D. G.: J.A.M.A. 
158:261 (May 28) 1955. 


in 6 oz. bottles 


DIOVAC SYRUP 


Refreshingly mint flavored. 





3 


A GRAY PHARMACEUTICAL CO. INC. NEWTON 58, MASSACHUSETTS 
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TOPICAL ESTROGEN THERAPY 
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fastest relief of 


the acute attack 


. . is octyl nitrite 
(1% ) in aerosol solution; deliv- 
ered by metered-dosage nebulization, 
using the lungs as portal of entry, it 
assures fastest relief and prolonged 
effect; it is free from disagreeable, 
irritating odor, and less apt to pro- 
duce side actions than are nitrogly- 
cerin and amy] nitrite. 


To be used only with the mEpI- 
HALER® ORAL ADAPTER made of un- 
breakable plastic with no moving 
parts. Medication and Adapter fit 
into pocket-size plastic carrying case. 
One or two inhalations provide prompt 
relief of an attack of angina pectoris. 


MEDIHALER...The New Measured-Dose Principle of Nebulization 


and for definitive therapy... 
fewer and fewer attacks 
of less and less intensity 


Long-acting tablets containing pentaery- 
thritol tetranitrate (PETN) 10 mg. and 
Rauwiloid® (alseroxylon) 1 mg. reduce the 
incidence and intensity of attacks and 
lead to objective improvement demon- 
strable by ECG. Dosage: one or two 
tablets q.i.d., before meals and on retiring 


entoxylon 
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“ ..the results obtained 
with Senokot, in our old age patients 
were very good...” 


-Glass, G.B.J.: Personal communication, 1956. 








IN CONSTIPATION OF THE AGED 


SENOKOT is both corrective and rehabilitative... it physiologically 
resensitizes Auerbach’s plexus, restoring normal bowel motility and 
evacuation of soft, well-formed stools. Once natural function resumes, 
SENOKOT may be reduced in dosage and eventually discontinued— 
a consequence of its specific re-educative action. 

DOSAGE: One level teaspoonful of granules 

(or two tablets) at bedtime. Dosage may be increased or decreased 

to meet the patient’s specific needs. 


SUPPLIED: Cocoa-flavored granules in 8 and 4 ounce containers. 
Small unflavored tablets in bottles of 100. 


® 
TABLETS 
e n O O GRANULES 
BRAND OF STANDARDIZED CONCENTRATED ACTIVE PRINCIPLES OF CASSIA ACUTIFOLIA PODS 


NEW NATURAL BOWEL CORRECTIVE 


c The hadbee: devi G mye y To AND PATIENT SINCE 1892 136 CHRISTOPHER BT. NEW VORK 14, N.Y. 
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before 


pathetic, atonic, antisoci 






after 


‘Alert, animated, assured 


with 


naleptone 





because when depression, mental confusion, emotional 
lability, irritability, or antisocial attitudes are part of the geriatric 
syndrome...an analeptic may be indicated rather than a tran- 
quilizer. The gamut of symptoms caused by hypoxia are effec- 
tively relieved or reversed by the cerebral stimulation of 
ANALEPTONE elixir or tablets. 


Formula—Elixir, 1 teaspoonful: pentylenetetrazol, 200 mg.; niacin, 100 mg.; 
Peptenzyme” Elixir q.s.—Tablets: pentylenetetrazol, 100 mg.; niacin, 50 mg.; 
pepsin 1:10,000, 5 mg. Dosage—'2 to 1 teaspoonful or 1 to 2 tablets, one to 
three times per day. Available—in bottles of 8 fl. oz. or 100 tablets. 


*T.M. 


REED & CARNRICK Jersev Citv 6 Nod od 





DONNAGEL © 


(whether toxic, neuromuscular 
or emotional in origin) 


more COMPREHENSIVE in 
therapeutic effects 





e adsorbs toxins e soothes mucosa 
e reduces hyperperistalsis ¢ neutralizes hyperacidity 
e eases emotional tension 








(DONNATAL WITH KAOLIN AND PECTIN COMPOUND) 





Each 30 cc. of Donnagel contains: 


Hyoscyamine Sulfate . 

Atropine Sulfate 

Hyoscine Hydrobromide 

Phenobarbital (1% gr.) . 

Kaolin (90 gr.) 

Pectin (2 gr.). 

Dihydroxy aluminum 
aminoacetate (71% gr.) 


0.1037 meg. 
0.0194 mg. 

. 0.0065 mg. 
me. 

Gm. 

me. 


A. H. ROBINS CO., INC., RICHMOND 20, VA. 
Ethical Pharmaceuticals of Merit since 1878 




















comparison of the effect of 
RAUDIXIN (tranquilizer) 
and a barbiturate (sedative) 





Cortical electroencephalogram, no drug. 








After Raudixin. E.E.G. not altered. 





Raudixin acts in the area of the midbrain and diencephalon and does not depress the 
cerebral cortex, as can be seen in this electroencephalogram. Consequently, the tran: 
quilizing effect of Raudixin is generally free of loss of alertness. 


After barbiturate. Typical “spindling” effect. 


Because barbiturates and other sedatives depress the cerebral cortex, as indicated by 
this ‘‘spindling,” the sedation is often accompanied by a reduction in mental alertness. 


RAUDIXIN 


SQUIBB WHOLE ROOT RAUWOLFIA SERPENTINA 








posace: Usual initial dosage is 200 mg. 
daily. Maintenance dosage may be adjusted 
within a range of 50 mg. to 500 mg. daily, de- 
pending on the response observed and the pos- 
sible appearance of side effects. Most patients 
can be adequately maintained on 100 mg. to 
200 mg. per day. Because of its sustained ac- 
tion, Raudixin may be given in single daily 
doses if desired. Note: Tranquilizing action is 
usually evident in 3 to 10 days; for a more 
rapid onset of effect, the patient may be given 
a priming dose of 200 to 300 mg. twice daily 
for the first 3 days. 

supp.y: 50 mg. and 100 mg. tablets, bottles 
of 100, 1000 and 5000. 






*RAUDIXIN’® IS A SQUIBB TRADEMARK 














... 43 a complete vitamin B-complex formula. 


RPLEX LIQUID 





... ds derived from pure beef liver. 


RPLEX LIQUID 





... contains B,> and Folic Acid. 


=-RPLEX LIQUID 


.++ always tastes good—palatable orange flavor 





does not ‘‘wear thin” or go “flat” 
over a prolonged dose regimen 


LEDERPLEX’* |... 
Vitamin B-Complex Il WO reoene 


- } 
Each teaspoonful (5 cc.) contains: 


Aiiemmine FC (By)... .o.. nich sw shee 2 mg. PismOuenie Wace s . «cs ves a die'o ww ses 2 mg. 
ee (0) ee 2 mg. CRORES.) Sakic ie nice vauew en eaue an 20 mg. 
aR MERRIE ions iss hin'g xis 8 a eTo Sem Oe 10 mg. ROMS Ss oot Scan canes eweepoue 10 mg. 
ER PMIRMOL 500.00 5'2,9-8S sies Waimea 0.2 mg. Soluble Liver Fraction.............. 470 mg. 
Perdoxine HCl (Bg)... «.5:<00000400 0.2 mg. PATS Wao ko iat ee acne haan 5 mcgm. 


Also offered in Tablet, Capsule and Parenteral forms. 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
*REG U.S. PAT. OFF. 















for faster pain relief and 
superior gastric tolerance 


A nonsystemic buffer (aluminum hydroxide) has now been added 
— ina new “sequential release” tablet — to the formulae of Pabirin 
and Pabirin AC (Pabirin plus hydrocortisone). The outer layer of 
this specially constructed and rapidly disintegrating tablet contains 
the aluminum hydroxide, PABA, and ascorbic acid. Within a few 
minutes the buffering action of the aluminum hydroxide is made 
available to protect the stomach against possible irritation by the 
salicylate. Then the core of the tablet disintegrates to permit rapid 
absorption of the other antirheumatic ingredients. As a result, gas- 


tric tolerance is excellent — pain relief rapid. 


Buffered Pabirin AC 
Buffered | Tablets 
Pabirin (Pabirin plus 
Tablets | hydrocortisone) 





Hydrocortisone 2.5 mg. 
Acetylsalicylic acid (5 gr.) 300 mg. 300 mg. 
Para-aminobenzoic acid (5 gr.) 300 mg. 300 mg. 
Ascorbic acid 50 mg. 50 mg. 
Dried aluminum hydroxide gel 100 mg. 100 mg. 











Buffered Pabirin Tablets and Buffered Pabirin AC Tablets are preparations. 



























Buffered Pabirin Tablets represent 
the safest, fast-acting potentiated 
salicylate therapy which utilizes the 
synergism of PABA and acetylsali- 
cylic acid to create rapid, high and 
sustained salicylate blood levels with 
low salicylate dosage. 





Dosage: Average dose in arthri- 
tis, gout, arthralgia—two or three 
tablets 3 or 4 times daily. In rheu- 
matic fever, three to five tablets 
4 or 5 times daily. } 





Supplied: In bottles of 100 and 
500 tablets, 


for resistant rheumatics 

















Buffered Pabirin AC (Pabirin plus 
hydrocortisone) Tablets. These new 
buffered tablets supply the extra ster- 
oid benefits of conservative amounts 


{\ 


of hydrocortisone supplemented by Fea 1 | 
the concurrent action of PABA, ace- d lf] Il ‘ , 
tylsalicylic acid, and vitamin C. This Beata 
combination creates high dosage PABIRIN PLUS HYDROCORTISONE 
steroid effects with low steroid dos- 


age, thus minimizing the danger of 
adrenal atrophy. 











Dosage: Initially one or two tab- 
lets 4 times daily after meals and 
before retiring. Dosage should 
be reduced gradually. 


Supplied: In bottles of 50 and 


ns, 250 tablets. 


SMITH-DORSEY « Lincoln, Nebraska e a division of The Wander Company 


IN SENILE ANXIETY... 
PRONOUNCED 
IMPROVEMENT IN 51 OF 54 


NOW IN 
CORDIAL-LIKE 
FORM 


we 


CLINICAL REPORT. New ATARAX calms tense 
patients without impairing mental alertness. 
Shalowitz tested ATARAX in 54 patients with 
senile anxiety. “Good to excellent improve- 
ment was shown in 51 of the 54 patients 
treated. No untoward effects on liver, blood 
or nervous system were observed. All pa- 
tients treated, except those who responded 
poorly, (were) not as fidgety after therapy, 
and were able to sleep better.”” 


ADMINISTRATION. Although Shalowitz found 
the optimal dose was 10 mg. tablets three 
or four times a day, some patients may re- 
spond better on the 25 mg. tablets, b.i.d. or 
t.i.d. Now also available in syrup form, con- 
taining 10 mg. ATARAX per tsp. In tiny 10 mg. 
(orange) and 25 mg. (green) tablets, bottles 
of 100. ATARAX Syrup in pint bottles. 


1. Shalowitz, M.: Hydroxyzine: a new therapeutic 
agent for senile anxiety states. Geriatrics 11:312 
(July) 1956. 


Chicago 11, Illinois 


PEACE oF MIND ATARAX SYRUP 


ND OF HYDROXYZINE) 






















Vitamins 
as nature’ 2 
provides them 





The homogenized vitamins 


Homagenets supply vitamins in the same ¢ Better absorption, better utilization 
way as do the most nutritious foods. , Fycess vitamin dosage unnecessary 
In this new dosage form, the vitamins 
are homogenized, then fused into a solid 
tablet. Because they are minutely sub- 
divided, the vitamins are absorbed and « May be chewed, swallowed or dissolved 
utilized much more efficiently. in the mouth 


e Pleasant, candy-like flavor 





e No regurgitation, no “fishy burp” 


Three formulas: Prenatal, Pediatric, Therapeutic 


Samples available on request *U,S. Pat. 2676136 


THE S. £. MASSENGILL COMPANY - Bristol, Tennessee - New York - Kansas City - San Francisco 
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FOR BEDSORES 
AND OTHER 
CHRONIC 
ULCERATIONS 





May 15th. Severe decubitus ulcer over femoral greater tuber- 
osity in a terminally ill patient. 


D OINTMENT 


Routine application of White’s Vitamin A & D Ointment promotes 
granulation and epithelization in stubborn bedsores, chronic ulcers of varied etiology, 
burns and slow-healing wounds that do not permit primary surgical 
closure. It is also useful as a protective and therapeutic covering in 
miscellaneous skin conditions characterized by abnormal dryness. 
White’s Vitamin A & D Ointment provides vitamins A and D ina 
pleasant lanolin-petrolatum base that does not stain tissues or bed clothes. 
B in 1% oz. or 4 oz. tubes; 


1 lb. or 5 Ib. jars. 


WHITE LABORATORIES, INC., KENILWORTH, N, J. 


July 12th. After 2 months of treatment with White's Vitamin 
A & D Ointment, ulcer crater reveals healthy granulation tissue 














Sh-hh 


Placidyl 


(ETHCHLORVYNOL, ABBOTT) 


> 


nudges your patient to sleep 


One 500-mg. capsule of this new nonbarbiturate gently relieves ordinary 


nervous insomnia. Excellent in presence of mild anxiety or _ 


unrest, chronic disease, old age, and small hour waking. \ 

























SUN 


...most effective treatment 
known for seborrheic dermatitis 
of the scalp and dandruff... 
Your prescription for Selsun assures 
patients lasting relief from itching, 
scaling, burning scalps. And patients 
appreciate the ease of using Selsun: 
applies like a shampoo, rinses out 
easily, leaves both hair and scalp 
clean. Selsun Suspension completely 
controls 81-87% of seborrheic derma- 
titis, 92-95% of dandruff cases. Each 
4-fluidounce bottle 

carries full directions. 8bott 


y. ea ; 
Selenium Sulfide, Abbott 


Pe oe 
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HYDROCHLORIDE 
Trihexyphenidyl HCl Lederle 











effective over long periods 


ARTANE is a strong antispasmodic, effective in all 
three types of Parkinsonism—Postencephalitic, Ar- 
teriosclerotic, and Idiopathic. Unlike certain other 
such drugs, it does not lose effectiveness when given 
over long periods. It is usually well tolerated, and has 
no deleterious effect on bone marrow function. 


ARTANE is supplied in 2 mg. and 5 mg. tablets, and 
as an elixir containing 2 mg. per teaspoonful (4 cc.) 
Dosage: i mg. the first day, gradually increased, 
according to response, to 6 mg. to 10 mg. daily. 


E> LEDERLE LABORATORIES DIVISION 


amerrcan Cyanamid company PEARL RIVER, NEW YORK 
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A RESEARCH MILESTONE 


Nilevar* 


(BRAND OF NORETHANDROLONE) 


Searle's New and Practical Steroid 





Specifically for Protein Tissue Building— 





It has long been recognized that a substance 
which would promote protein anabolism would 
be of inestimable value in therapy. The andro- 
gens have this property, but unfortunately they 
also exert actions on secondary sex characteris- 
tics. These effects are commonly undesirable in 
therapeutic programs. 

THE FIRST STEROID WITH ANABOLIC SPECIFICITY — 
Nilevar, the newest Searle Research develop- 
ment, therefore, meets a long desired clinical 
need because Nilevar presents the first steroid 
primarily anabolic for protein synthesis. More- 
over, Nilevar is without prominent androgenic 
effects (only about one-sixteenth of that exerted 
by the androgens). 





OBJECTIVE AND SUBJECTIVE RESPONSE — Orally ef- 
fective, Nilevar therapy is characterized by re- 
tention of nitrogen, potassium, phosphorus and 
other electrolytes in ratios indicative of protein 
anabolism. Moreover, subjectively the patient 
observes an increase in appetite and sense of 
well-being. 

WELL TOLERATED—Nilevar has an extremely low 
toxicity. Laboratory animals fail to show toxic 
effects after six months of continuous adminis- 
tration of high dosages. Nilevar should not be ad- 
ministered to patients with prostatic carcinoma. 
Nausea or edema may be encountered infre- 
quently. Slight androgenicity may be evidenced 
on high dosage or in particularly responsive 
individuals. 

MAJOR INDICATIONS—Preparation for and recov- 
ery from surgery; supportive treatment of serious 
illnesses (pneumonia, poliomyelitis, carcinomato- 
sis, tuberculosis); recovery from severe trauma 
and burns; decubitus ulcers; care of premature 
infants. 

DosaGE—The daily adult dose is three to five 
Nilevar tablets (30 to 50 mg.) but up to 100 mg. 
may be administered. For children the average 
daily dose is 1 to 1.5 mg. per kilogram of body 
weight; individual dosages depend on need and 
response to therapy. 

supPLy — Nilevar is available in uncoated, un- 
scored tablets of 10 mg. G. D. Searle & Co., Re- 
search in the Service of Medicine. 


*Trademark of G. D. Searle & Co. 
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... part of every ///ness 


ANXIETY 


is a source of 


HYPOCHONDRI 

























Supplied: Tablets, 400 mg., bottles of 50. 
Usual Dose: 1 tablet, t.i.d. 


a > 
Wieth 
ee Philadelphia 1, Pa. 

















MEPROBAMATE 
anti-anxiety factor with muscle-relaxing action (2-methyl-2-n-propyl-1,3-propanediol dicarbamate) 
Licensed under U.S. Pat. No. 2,724,720 






ATARAXOID is a unique, new combination of 
STERANE and ATARAX, which now permits 
simultaneous symptomatic control and reduction 
of attendant anxiety and apprehension in 
rheumatoid arthritis and other indications. 


The added tranquilizer control, desirably easing 
mental stress, also directly assists clinical 
progress. It minimizes the chance of exacerbation 
related to emotional strain and facilitates 
patient confidence and cooperation in the thera- 
peutic program toward maximum rehabilitation. 


ATARAXOID exerts the anti-rheumatic, anti- 
inflammatory activity of STERANE distinctly 
superior to previous steroids, effective in 
radically reduced dosage, and with minimal 
disturbance of electrolyte and 


fluid metabolism. 


The ataractic effect is a central neuro- 
relaxing action — the result of a 
marked cerebral specificity 

— free of mental fogging and 

devoid of any major 

complications: no liver, 

blood or brain damage. 

This peace-of-mind com- 

ponent is also used in the 

lowest dosage range. 


Supplied: Each green, 
scored, ATARAXOID oral tablet 
contains 5 mg. prednisolone 
(STERANE) and 10 mg. 
hydroxyzine hydrochloride 
(ATARAX). Bottles of 30 

and 100. 


oon . 8 





the 
and 
- ataraxic-corticoid 


* 


prednisolone and hydroxyzine 


combining the newest, the newest, most Pfizer 
safest tranquilizer, effective steroid, 
ATARAX® STERANE® 


(prednisolone) 


controls 
the symptoms and the 
apprehension 


In Rheumatoid Arthritis, 

_ other collagen diseases, 

_ bronchial asthma and 
inflammatory dermatoses 


*Trademark 





















has obvious advantages over desiccated thyroid... 






Synthroid sodium 


(pure crystalline Sodium Levothyroxine) TABLETS 


uniform composition’ 
constant potency” 
greater stability’ 


freedom from troublesome side effects" ® 


Containing only the active principle of the thyroid gland, 
SYNTHROID Tablets are odorless, tasteless and free from all 
impurities. All batches are absolutely identical so that dose-for-dose 
uniform clinical effect is assured. 

SYNTHROID Tablets are available in three strengths, 0.05, 0.1, and 0.2 mg., scored to permit 
dosage units as small as 0.025 mg. Bottles of 100. 


References: (1) Hart, F. D., and Maclagan, N. F.: Brit. M. J. 1:512 (Mar. 4) 1950. (2) Starr, P., and 
Liebhold-Schueck, R.: J.A.M.A. 155:732 (June 19) 1954, (3) Starr, P.: Postgrad. Med. 17:73, 1955. 





For free sample, write “SYNTHROID” on your Rx and mail to... 


TRAVENOL LABORATORIES, 
Pharmaceutical Products Division - BAXTER LABORATORIES, INC. 


Morton Grove, Illinois 
Os9os6 


INC. 
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in URINARY DISTRESS 


Pyridium’ 


(Brand of Phenylazo-diamino-pyridine HCl)" 


provides gratifying relief in a matter of minutes 


Painful symptoms impel the patient with acute or 
chronic pyelonephritis, cystitis, urethritis or prostati- 
tis to seek your aid. In the interval before antibiotics, 
sulfonamides or other antibacterial measures can 
become effective, the nontoxic, compatible. analgesic 
action of Pyrtp1um brings prompt relief from urgency, 
frequency, dysuria, nocturia or spasm. At the same 
time, PyriptuM imparts an orange-red color to the 
urine which reassures the patient. Used alone or in 
combination with antibacterial agents, PyrtpIuM may 


be readily adjusted to each patient by individualized 
dosage of the total therapy. 


SUPPLIED: In 0.1 Gm. (1% gr.) tablets in vials of 12 and 
bottles of 50, 500, and 1,000. 


Pynipium is the registered trade-mark of Nepera Chemical Co., Inc., for 
its brand of phenylazo-diamino-pyridine HCl. Sharp & Dohme, Division 
of Merck & Co., Inc., sole distributor in the United States. 


SHARP & DOHME 
Philadelphia 1, Pa. 
Division of Merck & Co., INc. 
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P-© salelo(-yuamlt-> ¢-tin sc ) 
of choice... 
as evidenced by 


recent and continuing clinical evaluation. 





A proven laxative... 
as evidenced by professional recommendation 
for over half a century. 
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Also Mon oF 


FLEETS ENEMA 
Disposable Unit 


my PPR ATR 941 4979 
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Establishet 186 


. 
Phospho “Soda (Fleet) is a salution containing in each 100 cc., 
sodium vie ba 48 gm., and sodium phosphate 18 gm. 




















When healing is at a standstill in decubitus 
or varicose ulcers, CHLORESIUM Ointment 
and Solution encourage the normal repair 
process. Poor local blood supply, common in 
peripheral vascular disease, is often at fault 
—as well as vitamin and protein deficiencies 
or other factors present in older or bedrid- 
den patients. 


CHLORESIUM, containing water-soluble 
chlorophyll derivatives, helps overcome 
these retarding factors. Clinical reports of its 
administration have been widely published. 


For example, one investigator reporting on 
treatment of decubitus ulcers with CHuLo- 
RESIUM noted that “...early appearance of 
healthy granulations and progressive epithe- 
tization of these decubiti were marked in 
every instance.”! 


Rystan) company 


Gentlemen: 


name. 


Please forward a generous supply of CHLorEsIUM OINTMENT for use on resistant, foul-smelling lestons. 


when healing fails 


in older patients... 


overcome retarding 


factors with 


Chloresituny 


brand of water-soluble chlorophyll derivatives 


In chronic leg ulcers, another clinician ob- 
served “...many patients who had ulcers 
unhealed from one to eight years obtained 
complete healing in six to ten weeks (after 
treatment with CHLORESIUM).”? 


When malodors accompany such conditions, 
the deodorizing action of CHLORESIUM 
Ointment and Solution is reported as “...a 
dramatic reality, attested to by patient, 
nurse, physician and visitors alike....”” 

To see what CHLORESIUM can do for your 


older patients, mail the coupon below. 


(1) Carpenter, E. B.: Clinical Experiences with Chlorophyll 
Preparations, with Particular Reference to Chronic Osteo- 
myelitis and Chronic Ulcers, Am. J. Surg. 77:167, 1949. 
(2) Boehme, E. J.: The Treatment of Chronic Leg Ulcers with 
Special Reference to Ointment Containing Water-Soluble 
Chlorophyll, Lahey Clin. Bull. 4:242, 1946. (3) Smith, L. W.: 
The Present Status of Topical Chlorophyll Therapy, New York 
J. Med. 55:2041 (July 15) 1955. 


Cuoresium OINTMENT: l-ounce and 4-ounce tubes. 
Cutoresium Soxution (Plain): 2-ounce and 8-ounce bottles, 


Mount Vernon, New York 


G-10-56 





address. 
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HOW OLD Is oLp ? 


“The really old people are those 10 
years older than myself.””? 


“In the lay mind, anyone past 60 1s 


2 


ready for the discard .. .”* 
“|. . there are only three principal 
phases in the span of life: infancy, 
adolescence and senescence.’”* 


“One finds alert, interesting, active 
folks in the 80’s and, on the other 
hand, there are people in the 20’s and 
30’s who have all the characteristics 
of old age.”# 








oe A rman 


THE REAL QUESTION 

To the physician on the firing line of 
daily practice, the question of “how old 
is old?” seems academic. ‘To him, a more 
valid question is “How can I allay the 
effects of the aging process?” 





FIVE PROBLEMS IN AGING 

The answer, according to most author- 
ities, is manifold, for five treatable 
problems seem to predominate. One, ob- 
viously, is gonadal hormone decline. An- 
other is mild anemia. A third is the 
decreased production of gastric and 
digestive enzymes. Mineral-vitamin de- 
ficiency is the fourth. And the fifth — 
perhaps most important — is inadequate 
high-quality protein intake. 
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THERAPY FOR AGING 


Judging from this confused clinical pic- 
ture of aging, therapy for the problem 
would appear difficult. However, most 
physicians agree that a product which 
could correct most or all of these five 
commonest problems would remove past 
obstacles to satisfactory response. Such a 
product would, essentially, be true “pre- 
ventive geriatrics.” 


NEOBON’S COMPREHENSIVE FORMULA 
NEOBON®, a product of Roerig research, 
is a blended combination of the five 
magst commonly indicated factors for pre- 
vention or treatment of the nonacute 
conditions of aging. Each soft, soluble 
capsule provides: 

Non-stimulatory gonadal 

hormone replacement 


balanced hematinic component 
digestant enzyme replacement 
specially formulated mineral- 
vitamin combination 

new lysine, for protein 
improvement* 











* Protein deficiency among the aging 
apparently stems from their excessive 
intake of white-flour foods which furnish 
incomplete protein of low biologic 
value. White bread protein, for exam- 
ple, has been shown by nutrition studies 
in animals® to be deficient only in the 
amino acid, lysine. In human subjects 
metabolic determinations indicate that 
the addition of supplemental lysine to a 
basal white-flour protein diet can con- 
vert a negative nitrogen balance into a 
positive one. 

A WORD ABOUT 
SYMPTOMATOLOGY 

In spite of jokes to the 
contrary, the patient who 
states in the professional office that “old 
age is creeping up” is a rare bird indeed. 





Seldom is old age the presenting com- 
plaint. Thus the physician, after cor- 
recting the specific complaints, must 
re-evaluate the whole person to judge his 
candidacy for “‘preventive geriatrics.” 





Such people have much to gain from 
NEOBON therapy. The rewards are fuller, 
more active, more pleasurable years for 
patients past 40. The daily dose (3 cap- 
sules) of NEOBON provides: 


L-lysine . Ve a ae ee ee ee ee 
Methyltestosterone’ is * «=e 8 * 6%: alee 
Ethinyl Estradiol . eae ae ae ae 0.018 mg 
Pancreatic Substance#**. ‘ : . 150 mg. 
Glutamic Acid . . oe ae ‘ - 90mg. 
Rutin ‘ ‘ - 15 mg. 
Vitamin A (Palmitate) - . . « 6,000 U.S.P. Units 
Vitamin D (Irradiated Ergosterol) - « « 600U.S.P. Units 
Vitamin E (as Tocopheryl Acetate). . . . . . I50U. 
Calcium Pantothenate . eee 15 mg. 
Thiamine Mononitrate (Vitamin By) inate 1.5 mg. 
Riboflavin (Vitamin Ba) os 1.5 mg. 
Pyridoxine Hydrochloride ‘Witamin Be) eee 1.5 mg. 
Niacinamide . . + © « 150 mg. 
Ascorbic Acid (Vitamin c) ‘ ee 150 mg. 
Vitamin By (Oral Concentrate) . oes 3 mcg. 
Folic Acid . - ie ate 0.3 mg. 
Liver-Stomach Substance** . ee et 300 mg. 
Iron (from Ferrous Gluconate) . <a ae, 10.2 mg. 
Cobalt (from Cobaltous Sulfate) . ... 0.1 mg. 
Molybdenum (from Sodium Molybdate) . . . 2 mg. 
Copper (from Cupric Sulfate) . ee 1 mg. 
Manganese (from Manganous Sulfate) a? hae Sal 1 mg. 
Magnesium (from Magnesium _— * om 6 mg. 
lodine (from Potassium lodide) . + ee 0.15 mg. 
Potassium (from Potassium Sulfate) . . . .. 5 mg. 


Zinc (from Zinc Sulfate). . 1.2 mg. 
**Enzymatically active defatted material obtained from 
1,500 mg. whole fresh liver and stomach. 
4 E nzymatically active defatted material obtained from 
750 mg. of whole fresh pancreas. 
Dosage: 3 capsules daily, with meals. 


Supplied: Bottles of 60 capsules, prescription only. 
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NEW WEOBON LI@vuLp 


A GERIATRIC TONIC 


Now also available for your considera- 
tion is NEOBON LIQuID, which provides 
hematinic action, improved carbohy- 
drate and protein utilization, gonadal 
and thyroid hormone supplementation 
and a mild antidepressant action. 

The pleasant tasting liquid is espe- 
cially indicated when a combined attack 
against nutritional, physiological and 
mental depression is indicated. Each tea- 





spoonful (5 cc.) of pleasant-tasting 
NEOBON LIQUID contains: 


FOIPOuUS GINCORATS. ... . 5 6 0 =» se © ‘es 30 mg. 
Ascorbic Acid . ° 50 mg. 
d-Amphetamine Sulfate ‘ 0.5 mg. 
Folic Acid. . . PEG 4 ae Maw 167 mcg 
VIONINES «© « © 6 2 0 ee 0 4 2.5 mcg. 
I-Thyroxine . .. € « me oe 6 8 Se | 
Ethinyl Estradiol . ee ae ee ae ee ee 1 mcg 
Methyitestosterone . . . . « «© «© «© «@ «@ 1 mg. 
Liver Fraction! . ea ae er oe 25 mg. 
Ethyl Alcohol . 0.5 cc. 


Dosage: One teaspoonful enice daily eters meals, or as 
required. 


Supplied: in 16 fluid ounce bottles, prescription only. 
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For controlling cough 


ROMILAR 1S AT LEAST AS EFFECTIVE AS CODEINE 


Milligram for milligram, 
Romilar is equal to codeine 
in specific 


antitussive effect 


For avoiding unwanted side effects 


ROMILAR 1S CLEARLY BETTER THAN CODEINE 


Non-narcotic, 
non-addicting— 

does not cause drowsiness, 
nausea, 


or constipation 


Hoffmann-La Roche Ince NutleyeN. J. 


Romilar® Hydrobromide—brand of dextromethorphan hydrobromide 


Syrup, Tablets, Expectorant (w NH,Cl) 














patients benefit from 


® 





hydrochloride 


tolazoline hydrochloride CIBA) 


Priscoline—whether given orally, intramuscularly, intravenously, or 
intra-arterially—is of proved value in peripheral vascular disease, 
particularly when spasm is a prominent feature. Priscoline exerts a 
potent vasodilating effect not only on the walls of arterioles and 
capillaries but on small arteries and venules as well. 


The benefits of Priscoline are cumulative. As therapy is continued, 

the flow of blood in peripheral vessels may be sustained at comparatively 
high levels, promoting both the maximal use of previously constricted 
channels and the development of collateral circulation. 

Tablets, 25 mg. (scored ) 

Elixir, 25 mg. per 4-ml. teaspoon. 

Multiple-dose vials, 10 ml., 25 mg. per ml. 


2/2240m 





CIBA 


N.J. 
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SUMMIT, 





your heart 
failure patients 
should be guarded 
against detrimental 


seesaw diuresis 










PATIENTS IN FAILURE NEED AN ORGANOMERCURIAL 


Limiting dosage to once daily to avoid refractoriness, or omitting alternate days to 
circumvent gastiointestinal irritation—necessary with some diuretics—results in a 
seesaw of diuresis with fluid reaccumulation and recurrent strain on the already 
failing heart. 

With the organomercurials, dosage is individualized and administered as needed, 
to produce sustained, dependable diuresis. 


TABLET 


NEOHYDRIN 


BRAND OF CHLORMERODRIN (18.3 MG. OF 3-CHLOROMERCURI-2-METHOXY-PROPYLUREA 
EQUIVALENT TO 10 MG. OF NON-IONIC MERCURY IN EACH TABLET) 
a standard for initial control of severe failure 


Ma MERCUHYDRIN® SODIUM 


BRAND OF MERALLURIDE INJECTION 





LAKESIDE 
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Practical pointers on the differential 


diagnosis of lung diseases 


ANDREW L. BANYAT, M.D. 


MILWAUKEEF, WISCONSIN 


® Problems in diagnosis and differential 
diagnosis of lung disease are encountered 
daily by the practicing physician. The 
lung is exposed to blood-borne infections 
like any other part of the body, and, in 
addition, is the only internal organ which 
is in direct contact with the outside at- 
mosphere. The respiratory tract is an 
open passageway for pathogenic micro- 
organisms from human sources as well as 
from many other possible foci. 

Inhalation of allergens is a common 
cause of pulmonary disease. Atmospheric 
pollution from industry or other origin 
may cause pathologic changes in the 
lung. Moreover, pathogens may reach the 
lung through aspiration from the oral 
cavity and from the nasopharynx during 
unconscious states. Infection may spread 
to this organ from adjacent sites, as in 
cases of mediastinal or pleural suppura- 
tion or subdiaphragmatic abscess. 

A number of cardiovascular diseases 
may lead to pulmonary manifestations, 


ANDREW L. 


of medicine at Marquette University School of 
Medicine, Milwaukee. 





BANYAI is associate clinical professor 


Modern methods provide efficient 
means for the identification of pul- 
monary Clinical _ findings 
should be evaluated with the patient’s 
health and environmental history. In 
persons of advanced age, the physician 
should always keep in mind the pos- 
sibility of bronchogenic carcinoma, 
hypertrophic emphysema, and lung 
changes resulting from heart failure 


diseases. 


or provoked by allergens. 


as seen in failure of the left ventricle, 
thromboembolism, arteriosclerosis in the 
pulmonary circuit, periarteritis nodosa, 
and others. Bronchospasm, pulmonary 
fibrosis, so-called hypertrophic emphy- 
sema, and congenital cystic disease of 
the-lung, among others, may be hard to 
differentiate. In recent vears, the tremen- 
dous increase in the incidence of bron- 
chogenic carcinoma demands a constant 
awareness on the part of the physician. 
Differential diagnosis is best solved by 
a systematic approach. Pertinent infor- 
mation is gained from the following 
sources: (1) the patient’s complaints; (2) 
his past history and habits; (3) occupa- 
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tional and environmental data; (4) find- 
ings On inspection, palpation, percussion, 
and auscultation; (5) x-ray examination; 
(6) laboratory findings; and (7) results 
of auxiliary diagnostic examinations. 


The Patient’s Complaints 
After recording the patient’s complaints, 
the physician should inquire about their 
characteristics so as to interpret them 
properly. For instance, certain types of 
cough may direct attention toward the 
most likely underlying disease. 


COUGH 


Cough is usually troublesome if the pa- 
tient seeks treatment for its relief. Often 
it is chronic. Patients, the public, and the 
physician are habituated to cough. It is 
so common that it is accepted by a great 
many either as a habit or as an inevitable 
nuisance. Unfortunately, this frequently 
results in neglecting the prompt treat- 
ment of the disease which causes it. 

The cough reflex is mediated through 
the glossopharyngeal and the vagus 
nerves. The physician should be aware of 
the vast area innervated by these two 
nerves. The provocative disease may be 
located in the upper respiratory tract or 
the lung as well as in the pleura, the 
mediastinum, and occasionally in the 
diaphragm and organs below the dia- 
phragm. Although it is not frequent, the 
psychogenic cough should be kept in 
mind. The latter may occur independ- 
ently of psychogenic hyperventilation 
syndrome. 

In men over 50, the possibility of 
bronchogenic carcinoma should be seri- 
ously considered, for cough is its most 
frequent symptom, occurring in 75 to 90 
per cent of cases. Usually, it is an early 
symptom. The character of cough is 
hard, stubborn, hacking, unproductive, 
paroxysmal, persistent, or spasmodic in 
the early stages of the disease. It may 
interfere with the patient’s sleep. The 
severity of cough is not proportionate to 
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the size of the neoplasm. Often, the pa- 
tient will remark that the pattern of his 
“cigarette cough” has changed for the 
worse. In other instances, he may relate 
that he has had repeated “colds” at fre- 
quent intervals. He may complain of hav- 
ing “bronchitis” or “flu” which hangs on. 

Cough caused by bronchogenic car- 
cinoma becomes more and more trouble- 
some and the physician finds that it is 
difficult to control with standard doses 
of cough sedatives. The presence of car- 
cinoma in the bronchus may cause a 
reflex stimulation of the mucosal glands, 
leading to scanty, mucoid, or watery ex- 
pectoration. With the increasing size of 
the tumor, bronchial occlusion may de- 
velop, with resulting infection in areas of 
the lung distal to the neoplasm. From this 
point on, the severity and type of cough 
are determined by the extent and charac- 
ter of secondary inflammatory changes in 
the bronchi or in the lung parenchyma. 

Soon after the appearance of infection 
in the lung, cough becomes productive of 
varying amounts of mucoid, muco- 
purulent, or purulent sputum. The latter 
may be identical in appearance with that 
found in bronchiectasis or in lung abscess, 
conditions which are possible complica- 
tions of bronchogenic carcinoma. It may 
be well to emphasize that, in all persons 
of middle age or older, every case of 
chronic unresolved pneumonia, “recur- 
rent bronchitis,” bronchiectasis, and lung 
abscess should be investigated for under- 
lying carcinoma. 

Some patients say that their cough is 
more pronounced on changing from erect 
to ‘supine position or when they bend 
over. This should bring to mind bron- 
chiectasis, infected congenital lung cysts, 
lung abscess, dermoid tumor, echinococ- 
cus cyst and bronchopleural fistula. Also, 
cough may be induced by spilling over 
of stagnating food particles or exudate 
from the esophagus in cases of cardio- 
spasm and diverticulum of the esoph- 
agus. 

















In instances in which cough is more 
pronounced at night, the following pos- 
sibilities should be checked: (1) failure 
of the right ventricle associated with 
edema of the lower extremities, (2) be- 
nign and malignant tumors of the lung 
and mediastinum, (3) enlargement of 
mediastinal lymph nodes, (4) allergic 
bronchitis, and (5) bronchial asthma. In 
the first mentioned type of heart disease, 
the lung is bound to become water logged 
while the patient is in bed during the 
night hours. 

Paroxysmal fits of cough may be ob- 
served in pulmonary edema, asthmatic 
bronchitis, bronchial asthma, severe 
bronchitis, following aspiration of for- 
eign bodies, or in connection with intra- 
bronchial migration of broncholiths. 
Also, cough of this type may be as- 
sociated with the perforation into a 
bronchus of an infected lung cyst (con- 
genital, parasitic, or neoplastic), em- 
pyema, and mediastinal or subdiaphrag- 
matic abscess. 

Allergic cough is periodic or perennial. 
The so-called winter cough may signify 
bronchiolitis or bronchospasm. Cough 
on swallowing may be seen in persons 
with developmental anomalies in the 
oropharynx; or with esophagotracheal 
and esophagobronchial fistulas; or with 
a sensory or motor dysfunction of the 
laryngeal nerves. Increase in cough after 
meals is a common occurrence in chronic 
lung diseases. It is attributable to stimu- 
lation of the gastric nerve endings of the 
vagus, which, through a reflex arc, stim- 
ulates the mucosal glands of the bronchi. 

Bronchospasm is a potent, though less 
known, cause of cough. Awareness of this 
condition is prerequisite to its satisfac- 
factory management. In addition to al- 
lergens, irritating fumes, gases, and dusts, 
bronchospasm may be provoked by any 
bronchopulmonary infection, _ fibrosis, 
congestion, emphysema, foreign body, 
broncholith, undue exposure to cold, 
and by cigarette smoking. 








TABLE 1 
CONDITIONS SUGGESTED BY 
PULMONARY HEMORRHAGE 





e Bronchopulmonary infections, tumors, and 
their sequels 
Pulmonary tuberculosis 
Pulmonary infection other than tuberculosis 
Bronchiectasis 
Severe bronchitis 
Benign or malignant tumors 
Lung abscess 
Bronchial ulcer 
Bronchial varicosities 
Broncholiths 
Infestation with animal parasites 


© Congenital pulmonary malformations 
and anomalies 
Cystic disease of the lung 
Pulmonary arteriovenous fistula 
Hereditary hemorrhagic telangiectasia 
Increased capillary fragility 


e Cardiovascular diseases 
Pulmonary infarction 
Myocardial failure with pulmonary congestion 
Sclerosis of the pulmonary artery 
Hypertension 
Perforating aneurysm 
Mitral stenosis 


e Miscellaneous changes 
Thoracic trauma 
Aspirated foreign body 
Blood dyscrasias 
Perforation of abscess or tumor of adjacent 
organs or structures 
Pulmonary manifestations of systemic diseases 





PULMONARY HEMORRHAGE 


When a patient of middle age or older is 
seen with pulmonary hemorrhage, first 
thought should be given to carcinoma as 
the possible cause. Such an assumption is 
omitted only in instances in which there 
is direct or indirect proof of some other 
disease. Conditions which may result in 
hemorrhage from the lung are given in 
table 1. 


WHEEZING 


Patients who complain of wheezing 
should not be peremptorily diagnosed as 
having bronchial asthma. The axiom of 
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TABLE 2 
CONDITIONS SUGGESTED BY WHEEZING 





e Pulmonary diseases 
Bronchial asthma 
Severe bronchitis 
Bronchospasm 
Fibrostenosis of bronchus 
Bronchial tumors 
Aspirated foreign body 
Lung abscess 
Broncholiths 
Bronchiectasis 


Obstructive diseases of the 
larynx 

Tumor 

Vocal cord paralysis 

Edema 

Fibrostenosis 

Foreign body 


Tumors of the trachea 


Tracheal compression 
Enlarged thyroid 
Mediastinal tumors 
Mediastinitis 
Pneumomediastinum 
Carcinoma of the esophagus 
Foreign body in esophagus 
Enlarged mediastinal lymph 
nodes 
Aneurysm 





Jackson, “not all that wheezes is asth- 
ma,” should serve as a constant motto in 
the differential diagnosis of such cases. 
When this symptom is encountered in 
adults, there are a number of possibilities 
which must be evaluated. These are 
shown in table 2. 


PAIN IN THE CHEST 

Pain in the chest is noted in a variety of 
gradations and forms. Its type and mo- 
dality are predicated upon the underly- 
ing causal changes and the degree of sen- 
sibility of the patient. Often, it is one of 
the most pressing problems which re- 
quires immediate attention. The grouping 
of possible sources of chest pain as shown 
in table 3 may serve as a guide in differ- 
ential diagnosis. 
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Physical Examination 


In the maze of differential diagnostic 
possibilities, one should follow a selective 
orientation according to the patient’s his- 
tory and the findings on examination. On 
inspection, the physician should observe 
presence or absence of cyanosis, shape 
and mobility of the chest, and noticeable 
inspiratory descent of the diaphragm. It 
is well to look for Horner’s syndrome 
(enophthalmos, ptosis, miosis, and dry- 
ness of one cheek), which is likely to sig- 
nify neoplastic involvement of the cer- 
vical sympathetic chain. One should 
search for lymph node enlargement sec- 
ondary to metastasis or to some systemic 
disease, such as tuberculosis, sarcoidosis, 
Hodgkin’s disease, leukemia, and others. 
Draining skin lesions may suggest ac- 
tinomycosis, blastomycosis, or tubercu- 
losis. Clubbing of the fingers, hippo- 
cratic incurvation of the fingernails, and 
disappearance of the lunulae from the 
nails may be observed in localized as well 
as in widespread lung disease. Hyper- 
trophic osteoarthropathy may precede 
by several months the onset of pul- 
monary symptoms. The stethoscope is an 
invaluable instrument in differential diag- 
nosis, provided auditory perception is 
kept acute by diligent practice. 


X-ray Examination 

Proper interpretation of x-ray findings 
on fluoroscopic or roentgenographic ex- 
amination is an essential part of assaying 
a chest condition. Findings may be char- 
acteristic, as in cases of spontaneous 
pneumothorax, massive atelectasis, or so- 
called hypertrophic emphysema. In other 
instances, the pattern of x-ray shadows 
is irregular, bizarre, or may resemble geo- 
metric designs, with a spherical, ringlike, 
or triangular appearance. 


Auxiliary Diagnostic Procedures 
Correct differential diagnosis is a com- 
posite task. Pertinent data gained through 
questioning, observing, and examining 








TABLE 3 





CONDITIONS SUGGESTED BY PAIN IN THE CHEST 





e Involvement of the pleura 
Infection (with or without 
effusion ) 
Spontaneous pneumothorax 
Hydropneumothorax 
Hemopneumothorax 
Chylothorax 


e Diseases of the lung 

Parenchymal and interstitial 
infection 

Bronchial infection 

Infarction 

Neoplasm 

Silicosis and other pneumo- 
conioses 

Foreign body 

Broncholith 

Bronchospasm 

Atelectasis 

Congestion 

Arteriovenous fistula 

Interstitial emphysema 

Air embolism 


e Diseases of the heart and 
large blood vessels 
Coronary artery disease 
Mitral stenosis 
Aortic stenosis 
Myocarditis 
Pericarditis 
Aortitis 
Aneurysm 
Dissecting aneurysm 
Ruptured aneurysm 
Coarctation 

§ Systemic 

| Pulmonary 

Neurocirculatory asthenia 

Abuse of nicotine and coffee 


Hypertension 


e Diseases of the mediastinum 
Mediastinitis 
Enlarged lymph nodes 
Tumor 
Goiter 
Cyst 
Hernia 
Perforation of the esophagus 
Pneumomediastinum 


Diseases of the esophagus 
Esophagitis 

‘Tumor 

Foreign body 

Rupture 

Diverticulum 

Stricture 

Megaesophagus 

Spasm 


Diseases of the chest wall 

Myositis 

Fibrositis 

Affections of interspinous 
ligaments 

Osteomyelitis 

Periostitis 

Tumors 

Fractures 

Herniation of the inter- 
vertebral disk 

Spinal arthritis 

Tietze’s syndrome 

Slipped costal cartilage 

Involvement of intercostal 
lymph nodes 

Herpes zoster 

Mastitis 

Muscular imbalance 

Spinal radiculitis 

Trauma 

Bronchopleural fistula 


e Diseases of the diaphragm 
Hiatus hernia 
Diaphragmitis 
Tumor 


Abdominal diseases with 

pain referred to the chest 

Gall bladder 

Gastritis 

Gastric ulcer 

Perigastritis 

Periduodenitis 

Aerophagia with gastric 
distention 

Distention of splenic flexure 

Pylorus spasm 

Gastric ptosis 

Appendicitis 


Miscellaneous causes 


Hyperthyroidism 

Hypothyroidism 

Pernicious anemia 

Severe secondary anemia 

Cranial nerve tumor 

Basal skull tumor 

Tumor of spinal cord and 
nerves 

Supranumerary cervical rib 

Carotid sinus syndrome 

Scalenus anticus syndrome 

Tabes dorsalis 

Epilepsy equivalent 

Epidemic pleurodynia 
(Bornholm disease ) 

Lead poisoning 

Hypoglycemia 

Thiamine chloride 
deficiency 

Pronounced tetany 

Hyperventilation syndrome 

Male climacteric 

Psychogenic 








the patient are to be critically assayed, 
coordinated, and interpreted. Auxiliary 
procedures may be necessary to clarify 
the problem. These include broncho- 


scopic examination, exploratory 


thora- 


cocentesis, biopsy of enlarged lymph 
nodes, scalene “fat pad” biopsy, and 
histologic examination of fistulas of the 
chest and obscure skin lesions. 


More- 


over, when circumstances require, one 
should resort to barium suspension for 
outlining the esophagus for morphologic 
and functional studies as well as for as- 
certaining its relation to other thoracic 
structures. It may be expedient to do 
complete cardiologic examination; car- 
diorespiratory function tests; and special 
x-ray studies, such as bronchograms, 
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tomograms, kymograms, and roentgeno- 
grams taken in lateral, oblique, and lor- 
dotic positions. Exploratory thoracotomy 
entails less postoperative invalidism than 
exploratory laparotomy. 


Laboratory Examinations 


Laboratory examinations are indispen- 
sable for accurate diagnosis. The phy- 
sician should avail himself of micro- 
biologic examination of the sputum. 
Aerobic and anerobic culture methods 
are used for isolation of bacterial agents. 
Search should be made for trophozoites 
of Endamoeba histolytica and for ova of 
parasites. When there is reasonable sus- 
picion of pulmonary infection and the 
patient is unable to produce a satisfactory 
sputum specimen, fasting gastric con- 
tents should be secured for such ex- 
amination on three consecutive days. 





Examination of the sputum or material 
aspirated through the bronchoscope for 
malignant cells may confirm the diag- 
nosis of bronchogenic carcinoma. Cyto- 
logic examination of the sputum should 
be carried out in older individuals with 
obscure lung disease as routinely as the 
search for tubercle bacilli is done in pa- 
tients suspected of having tuberculosis. 
Furthermore, cytologic examination may 
reveal “heart failure cells” in cases of pul- 
monary congestion and edema, and large 
number of eosinophilic cells in cases of 
Loeffler’s syndrome, bronchial asthma, 
and allergic bronchitis. Large number of 
oil-laden macrophages may be discovered 
in lipoid pneumonia. 

Skin tests and serologic and hemato- 
logic studies are of great value in differ- 
ential diagnosis. They may offer corrob- 
oration of or may rule out diseases which 
present no other distinguishing findings. 


OLDER PERSONS can learn things learnable at a younger age if allowed 
to utilize judgment in reducing speed to increase accuracy or in trans- 
ferring knowledge from old to new skills. The differences in the 
amount and quality of learning will depend upon the time devoted 
to study, although a decrement in speed and sensory acuity may be 
a concomitant of aging. Intelligence tests given to both young people 
and mature adults alike fail to consider the increasing amount of formal 
education in successive generations. The median of years of schooling 
completed in the age group 25 to 29 is 12.1 years; 35 to 44, 10.2 
years; and 65 years and older, 8.2 years. Intelligence and ability to learn 
are sufficiently related to suggest that intellect and performance are main- 
tained without much decrement through early and middle maturity. 


I. LORGE: Aging and intelligence. J. Chronic Dis. 4: 131-139, 1956. 
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Photoelectric plethysmography 


Methods, normal standards, and clinical application 


ERNST SIMONSON, M.D. 


MINNEAPOLIS, MINNESOTA 


® Impairment of peripheral circulation 
as a result of progressive arteriosclerotic 
degeneration is quite common in older 
patients. The usual diagnostic methods, 
such as measurements of skin tempera- 
ture, functional impairment, clinical 
signs of locally disturbed circulation, and 
subjective rating of the patients, are too 
crude to detect early disturbance of 
peripheral circulation, or to evaluate ob- 
jectively trends of deterioration or im- 
provement, unless they are quite pro- 
nounced. 

There is obviously a need for a simple, 
accurate, and objective method for the 
measurement of peripheral circulation. 
Any clinical application should be based 
on a statistical analysis of a large amount 
of normal material, but, prior to our 
studies,! no adequate normal standards 
were available, despite the extensive lit- 
erature on digital circulation, recently 
reviewed by Mendlowitz.? 

Three types of methods have been 
developed: volume plethysmography, 
caloric plethysmography, and photoelec- 
tric recording of the changes in trans- 
parency. Volume and caloric plethys- 
mography permit the determination of 
the peripheral blood flow in cubic centi- 
meters per unit of time and tissue. This 





ERNST SIMONSON is associate professor, Labora- 
tory of Physiological Hygiene, University of 
Minnesota, and consultant in electrocardi- 
ography, Mount Sinai, University of Minnesota, 
and Veterans Administration hospitals. 


Photoelectric plethysmography of the 
digital pulse is a simple, accurate, and 
objective method, well suited for clin- 
ical application in the diagnosis of 
peripheral arteriosclerotic degenera- 
tion. An excellent differentiation be- 
tween normal and abnormal was ob- 
tained in three items of contour 
analysis. Reactive hyperemia was di- 
minished or abolished in patients with 
peripheral vascular disease, which 
added to the diagnostic differentia- 
tion. Impedance plethysmography also 
holds promise for further study of 
peripheral circulation. 


is very pertinent information to char- 
acterize the state of peripheral circula- 
tion, but these methods are somewhat 
too time-consuming for clinical routine, 
particularly in the office of the prac- 
titioner. 

The easiest method in application is 
photoelectric plethysmography, which 
was introduced almost simultaneously by 
Hertzman* in the United States and 
Matthes* in Germany. Since the advan- 
tage of this method consists mainly in 
the inertia-free recording of the pulse 
wave, its logical application would be 
a quantitative contour analysis. Hertzman 
and associates found good correlations 
between mechanical, calorimetric, and 
photoelectric plethysmography.° 

The “crest time”—that is, the interval 
from foot point to peak—was measured 
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by Dillon and Hertzman’, but the falling 
phase of the pulse curve was not studied 
in detail. However, differences in the 
rising and falling phase of the pulse were 
demonstrated in a few representative 
normal and abnormal cases.** 


Fic. u. Adjustment of foot position for 
recording of the photoelectric plethys- 
mogram from the second toe, which 
rests on the opening in the board for 
the photo cell. 
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FIG. 1. General arrangement for photoelectric recording of the toe pulse. For description see text. 





Since the differentiation between nor- 
mal and abnormal conditions is usually 
better in physiologic stress than at rest, 
we studied the toe pulse both at rest 
and during reactive hyperemia. Although 
the literature about reactive hyperemia is 
large,®’*? no analysis of an adequate nor- 
mal material of photoelectrically record- 
ed toe pulse changes has yet been report- 
ed prior to our study. 


Equipment and Procedure 
Photoelectric recording of the digital 
volume pulse has been used since 1934* 
and no detailed description is needed. A 
capacity-coupled amplifier was used in 
connection with a photocell and a string 
galvanometer (Cambridge “Simplitrol’”). 
The toe pulse was recorded in the supine 
position with the foot resting on a sup- 
port with attached photocell and lamp 
(figures I and II). Most of the tracings 
were taken with a speed of 25 mm./sec., 
but occasionally a speed of 50 mm./sec. 
was used. 

The experiments were performed in 














an air-conditioned room at a tempera- 
ture of 78° F. The subjects were in the 
basal state and rested for about thirty 
minutes before the test was started. 

A blood pressure cuff was placed 
around the upper leg and inflated to 200 
mm. Hg pressure (or more in patients 
with arterial hypertension) for five min- 
utes. Tracings were taken before inflation 
for control study, and ten seconds, thirty 
seconds, one minute, two minutes, and 
five minutes after release for study of 
reactive hyperemia. The blood pressure 
was determined nearly simultaneously. 
For normal subjects and for most pa- 
tients with arterial hypertension, the 
measurements were made on one leg, but 
in patients with peripheral vascular dis- 
ease, both legs were used for comparison. 

The general arrangement and pro- 
cedure for measuring the toe pulse are 
shown in figure I. The foot is placed 
on a heel rest and mounted on a board. 
The photocell is behind the board and 
not visible except for the upper end. The 
metal casing houses the lamp. A stetho- 
scope is placed over the heart, and a rub- 
ber cuff around the upper left leg. Two 
amplifiers are shown at the left side, but 
only one is connected for clearer demon- 
stration. The set-up for recording of the 
toe pulse from the other leg is identical, 
and a switch is provided for alternate 
recording. The capacity-coupled ampli- 
fier was used in connection with the 
photocell and a string galvanometer 
(Cambridge “Simplitrol”), but equally 
good records have been obtained with a 
direct writing electrocardiograph (San- 
born Cardiette), without any change of 
the amplifier. The amplifier provides 
three stages of amplification, dependent 
on the amplitude obtainable. 

The toe pulse was recorded in the 
supine position, with the foot carefully 
adjusted as shown in the close-up of 
figure II]. The lamp (a 6-volt parking 
light lamp) is housed in a copper cyl- 
inder. The heat radiation was eliminated 
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Fic. u1. Schematic diagram of a typical digital 
pulse curve and the measurements for evaluation 
of contour characteristics. CT = Crest time, 
D = total diastolic distance, divided into % D 
and ¥, D, A = peak amplitude, A’ and A” = 
amplitudes at 4% and Y, D, in per cent of A. 
TT = transmission time from first heart sound 
to foot point of pulse curve; total cycle length 
=r. + 


by a cylindrical piece of lucite placed 
between lamp and toe. Through a direc- 
tional effect, this increased the output by 
25 per cent. The board with attached 
foot can be slid up or down and is held 
in the desired position by means of a 
setscrew, with the toe resting on the 
opening for the photocell. Then the lamp 
with the lucite piece is brought into con- 
tact with the toe moving the lamp along 
the rod; the contact should be light, 
avoiding any pressure. In figures I and II, 
the pulse is recorded from the second 
toe, which was used most frequently in 
the normal series. However, the pulse 
from other toes, as well as from fingers, 
was also frequently recorded. 


Measurement and Evaluation 


A schematic diagram of a typical nor- 
mal pulse curve, together with the meas- 
urement of the various segments, is 
shown in figure III. The crest time (CT) 
is measured from the foot point of the 
rising limb to the time of the peak of 
the maximum amplitude A, which di- 
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Fic. 1v. Photoelectrically recorded toe pulse in 
two normal middle-aged men (No. 443 and low- 
er tracing, No. 419), and in a patient with 
Buerger’s disease (F.M.), before (control, C) 
and at various time intervals (10 sec. to 5 min.) 
after five minutes occlusion of the femoral ar- 
tery (reactive hyperemia). The upper (dark) 
tracing in subject No. 443 is a record of the 
heart sounds, and the middle tracing is a pneu- 
mographic record of the arterial dorsalis pedis. 
The amplitude immediately after occlusion (10 
sec.) is smaller than that in the control period 
C, increases in the two normal subjects to a 
maximum at one minute (No. 419) and two 
minutes (No. 443) of reactive hyperemia, while 
in the patient (F.M.) the increase is slower and 
does not exceed the initial amplitude (C). 
(Reproduced from Simonson et al.') 


vides the systole CT from the diastole 
D. The crest time CT is expressed in 
absolute values as well as in per cent of 
the cycle length CT + D (“relative crest 
time”). For measurement of the slope of 
the descending limb, the distance D from 
the peak to the foot point of the follow- 
ing beat was divided into four equal 
segments. The amplitude at one-fourth 
and at one-half of the total diastolic dis- 
tance D was measured and expressed in 
per cent of the peak amplitude A. 

In reactive hyperemia, the change of 
the peak amplitude was expressed as a 
percentage of the peak amplitude in the 
control period. Although the change of 
the amplitude in the intervals after pres- 
sure release is the main criterion for re- 
active hyperemia, the pulse contour 
analysis, as described previously, was 
made for each of these intervals—ten 
seconds, thirty seconds, one minute, two 
minutes, and five minutes. 
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Subjects 

Two normal groups were studied. The 
first group (Y) consisted of 170 young 
men between 18 and 27, the second group 
(O) of 270 middle-aged men between 
45 and 54. The number of experimental 
subjects, however, varied slightly in the 
various items. A thorough clinical exam- 
ination, which included x-ray study, elec- 
trocardiography, blood cholesterol, spe- 
cific gravity (fat content), and the re- 
sponse to various physiologic stresses 
failed to reveal any evidence of disease. 
The repeat variability was determined 
in another group of 26 normal men from 
20 to 30 years of age. A total of 57 pa- 
tients with arterial hypertension was 
studied — group H, with 15 under 40 
years of age. A total of 35 older patients 
with peripheral vascular disease (group 
PVD), caused, in most cases, by arterio- 
sclerosis, was also studied. Six items were 
measured in each tracing, and six trac- 
ings were obtained for each subject. 


Reactive Hyperemia 
Typical examples of reactive hyperemia 
in two normal older men (cases 443 and 
419) are shown in figure IV. Immediately 
after release the amplitude is definitely 
smaller than before occlusion, but at 
thirty seconds exceeds the initial ampli- 
tude and increases further, reaching 
maximum increase in two minutes in case 
443, and in one minute in case 419. The 
mechanically recorded pulse curve of the 
dorsalis pedis artery (upper tracing, case 
443) shows also the decrease of ampli- 
tude immediately after the release, to- 
gether with a flattening of the contour 
during that period. The dicrotic notch 
disappears, and the contour is similar to 
that in patients with peripheral vascular 
disease (F. M.). 

It is of interest that the initial decrease 
has escaped notice in volumetric® or 
calorimetric’? plethysmography. This 
may be caused by arterial constriction, 
possibly on the basis of a reflex mechan- 
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rig. v. Response to occlusion. a. Typical normal pulse tracing and reactive hyperemia (lower 
curve), together with heart sound record (upper tracing). 8. Abnormal pulse tracing in an older 
patient with peripheral arteriosclerosis, and absent reactive hyperemia after arterial occlusion. 


ism. In figure IV, F. M. shows, by com- 
parison, the typical response of a patient 
with peripheral vascular disease (Buerg- 
er’s disease). In the control period, the 
crest time is prolonged, and the decline 
in diastole is slower. The dicrotic notch 
is absent. After release of the arterial 
occlusion, the initial period of relative 
ischemia is prolonged, and the following 
reactive hyperemia does not exceed sig- 
nificantly the amplitude in the control 
period (C). 

Figure V shows another example of a 
normal, middle-aged subject and that of 
a patient with peripheral arteriosclerosis. 
The normal subject shows the typical 
initial decrease of the amplitude thirty 
seconds after release, together with the 
loss of the dicrotic notch, and two min- 
utes later the increase of amplitude, ex- 
ceeding significantly the initial amplitude 
in the control period. The deformation 
of the pulse curve in the control period, 
and the failure to react with a reactive 


hyperemia, in the patient with arterio- 
sclerosis is quite similar to that of the 
patient with Buerger’s disease, shown in 
figure IV. We have found consistently 
that the deformation of pulse contour 
and the decrease or abolishment of re- 
active hyperemia depends on the actual 
impairment of peripheral circulation and 
not on the type of pathology. 

In the patients in figure IV and in that 
of V, the impairment is quite severe, 
but by no means extreme. In patients 
with more advanced involvement, the 
contour in the control period is similar 
to that of F.M. in figure IV, thirty 
seconds after release of occlusion. In 
patients with extreme involvement, no 
pulsation at all can be obtained, even at 
the greatest amplification. 

There was no initial drop of the ampli- 
tude in the hypertensive group H; re- 
active hyperemia started immediately af- 
ter the release, and this difference to the 
normal response was highly significant. 
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TABLE 1 


MAXIMUM INCREASE OF AMPLITUDE DURING REACTIVE HYPEREMIA* 














Group Mean SD. t p 
7 ngtier 27 es ie ‘ a. ote ered) 5 ne ae 
O 281 t | ee Mek eoplhaet Xora Sites een ea ee Gis A Se ee 
H 225 UES, ee ere, 5A re Bies Genes 001 
PVD 160 Tre Wield rnc ene oat | pees 001 





*Maximum increase of amplitude (in per cent of amplitude before occlusion) during reactive 
hyperemia in 170 young men (Y), 283 old men (QO), 55 patients with hypertension (H) and 34 
patients with peripheral vascular disease (PVD) and statistical significance of the differences of 
groups Y, H and PVD vs. group O (t-test). 


In the later periods (one to five minutes) cases, reactive hyperemia was entirely 
the reactive hyperemia was significantiy absent. 


smaller and this difference was also high- The time of the maximum increase dur- 

ly significant statistically. ing the reactive hyperemia varied widely 
In the group of patients with periph- in groups O, Y, and H. 

eral vascular disease (PVD), the initial Table 1 shows the maximum increase 


drop was deeper and more prolonged, during reactive hyperemia independent 
and the level of reactive hyperemia was of the time of occurrence. There was 
much lower during the total duration of no significant age difference between 
five minutes. The difference between the normal groups Y and O, but the 
groups O (older normal men) and PVD =maximum was significantly lower in pa- 
was highly significant throughout the tients with hypertension (H) and par- 
whole course of reactive hyperemia so _ ticularly in patients with peripheral vas- 
far as measured. In the more advanced cular disease (PVD). The maximum in- 


TABLE 2 
MEANS AND STANDARD DEVIATIONS OF ABSOLUTE CREST TIME, RELATIVE CREST TIME, AND RELATIVE 
AMPLITUDES AT TWO POINTS DURING DIASTOLIC PHASE* 














Crest time Relative amplitude 
Absolute Relative __ (per cent peak ampl.) 
(1/100 sec.) (per cent cycle) % diast. Y, diast. 
Group VU Sa: M S.D. M S.D. M S.D. 
Y. 13.8 23 “n...2..... 2 ae... 
O 14.9 2.4 ISB... 2e . 45.4 BA eT. A 
H 15.0 3.4 16.6 4.0 52.4 bh A re) alee, PY 
PVD 23.0 5.6 26.4 55 EL SEL i3z $23: ..: A838 
Statistical significance 

t p t p t p t p 

Y vs. O 4.36 .0001 5.28 .0001 53 BM... UL. 3.59... ..001 

H vs. O 0.22 ns. 1.54 ns. es 24z... 2 
PVD vs. O 15.08 .0001 17.27 .0001 13.91 .0001 11.39 .0001 





*Means (M) and standard deviations (S.D.) of absolute crest time, relative crest time (per cent of 
cycle), relative amplitudes at % and % distance of diastolic phase, of 159 young men (Y), 267 old- 
er men (QO), 55 patients with arterial hypertension (H), and 34 patients with peripheral vascular 
disease (PVD). Statistical significance of mean differences between groups Y, H, and PVD vs, 
group O (t-test, p-level). 
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crease in a group of 22 patients with 
borderline hypertension (between 135/85 
and 150/90 mm. Hg blood pressure) 
with a mean of 273 was not significantly 
different from group O. 


Contour Analysis 


The mean crest time, absolute and rela- 
tive, was significantly longer and the 
diastolic decline was significantly slower 
in the older men than in the younger 
men, as shown in table 2. 

The existence of normal age trends is 
important for diagnostic application and 
should be considered in the evaluation of 
individual patients. 

The mean crest time was not signifi- 
cantly different between normal older 
men (Q) and hypertensive patients (H), 
but the diastolic decline was significantly 
slower in the hypertensive patients, indi- 
cating some subclinical impairment of 
peripheral circulation. 

However, the mean differences be- 
tween the two normal age groups, or be- 
tween the group of hypertensive patients 
and the older group, are small compared 
to the great delay of crest time and dia- 
stolic decline in the group of patients 
with peripheral vascular disease. 


Normal Limits 
For clinical diagnosis of individual pa- 
tients, the upper normal limits as deter- 
mined from the frequency distribution 
in our normal material, are more perti- 
nent than the mean values. Experience 
has shown that normal limits, including 
95 to 98 per cent of the normal popula- 
tion, are the most practical; limits which 
would include a higher percentage of 
normal population, would include too 
large a proportion of patients. 

From the distribution, the following 
rounded normal limits for 95 per cent 
of the older male population were ob- 
tained: for the absolute crest time, 19/100 
seconds; for relative crest time, 20.6 per 
cent; and for the relative amplitude at 


one-fourth diastolic distance, 64 per cent 
of the peak amplitude. These values are 
exceeded by 70.5, 88.5, and 88 per cent 
of the patients with peripheral vascular 
disease, respectively. The diagnostic dif- 
ferentiation between normal and abnor- 
mal by means of the relative crest time 
and the amplitude at one-fourth diastolic 
distance is excellent, and paralleled only 
by few diagnostic tests. By comparison, a 
greater overlap between 35 patients with 
thromboangitis obliterans and 24 normal 
subjects is shown by the means and stand- 
ard deviations of these groups in Mendlo- 
witz and Abel’s results with calorimetri- 
cally determined digital blood flow.” 

It is of interest that the limits of the 
absolute crest time of 19/100 seconds, 
and for relative amplitude at one-fourth 
distance of 64 per cent are exceeded by 
20 per cent of patients with arterial hy- 
pertension, but without clinically diag- 
nosed peripheral vascular disease, . indi- 
cating the sensitivity of the method to 
detect early subclinical involvement. 
With the relative amplitude at one-half 
diastolic distance, the differentiation was 
poorer than with the amplitude at one- 
fourth diastolic distance, and therefore, 
this item was discarded for normal limits. 

In regard to the reactive hyperemia, a 
normal limit of 120 per cent of maximum 
amplitude increase is suggested. This 
value is exceeded by 95 per cent of nor- 
mal men (old or young), 85 per cent of 
hypertensive patients, and 72 per cent of 
patients with peripheral vascular disease. 

It is surprising that the diagnostic value 
of the contour analysis in resting condi- 
tion is*better than that of reactive hyper- 
emia. This is an exception to the general 
experience that physiologic stress situa- 
tions improve the differentiation between 
normal and abnormal. 

However, we found that the diagnostic 
value of reactive hyperemia is additive 
to contour analysis; in some patients the 
reactive hyperemia was impaired when 
the resting pulse contour was still normal. 
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left foot 
ric. vi. Abnormal pulse of the right and left foot 
in a patient with peripheral arteriosclerosis. The 
impairment is more pronounced on the left foot, 
and there are also slight differences in the degree 
of involvement of the single toes (numbered 1 
to 5). 


Clinical Application 


The simplicity of the method is ideal 
for clinical application; a digital pulse 
record can be obtained in a few minutes, 
and the evaluation requires the measure- 
ment of only four items; cycle length, 
crest time, peak amplitude, and amplitude 
at one-fourth diastolic distance. 

Use of reactive hyperemia, which pro- 
longs the experimental time by ten min- 
utes, is suggested only when the contour 
analysis is negative. 

In the follow-up of patients with 
peripheral arteriosclerosis over several 
months, there was a general parallelism 
between the trends of improvement or 
deterioration, and the results of the 
analysis of the peripheral pulse. In pa- 
tients with different degrees of peripheral 
arteriosclerosis in the right and left leg, 
the pulse curve showed greater devia- 
tions on the side of greater clinical im- 
pairment. This parallelism, however, was 
not uniform for the various items of 
analysis; sometimes the diastolic decline, 
sometimes the crest time, and sometimes 
though less frequently, the reactive hy- 
peremia showed the greatest impairment. 

We found the method valuable for 
comparison of the degree of impairment 
in different toes, as shown in figure VI, 
obtained in an older patient with periph- 
eral arteriosclerosis. Taken with the same 
amplification, the left foot shows much 
greater impairment of the peripheral cir- 
culation than the right foot. However, 
the right foot also showed some definite 
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impairment (prolongation of crest time 
and delay of diastolic decline), which 
was little noticed clinically because of 
the much greater involvement on the left 
side. There were also differences in the 
involvement of the single toes; on the 
right foot, the fourth toe showed the 
least impairment and, on the left foot, 
the third toe showed the greatest im- 
pairment. 


Impedance Plethysmography 
While photoelectric plethysmography is 
a simple and convenient method, it is 
limited to records of transparency 
changes, which can be obtained only 
from the fingers, toes, and ear lobe. 
Hertzman’s ingenious method of photo- 
electric recording by means of reflected 
light*= is more universally applicable 
over the skin surface, but is limited to 
recording of skin circulation. The new 
approach of impedance plethysmography, 
therefore, has definite promise for the 
study of peripheral circulation. The 
method records impedance changes in a 
circuit of a high frequency alternating 
current (30,000 cycles). Since the blood 
has a different electric conductivity than 
the surrounding tissue, the record shows 
impedance fluctuations with the blood 
flow and the typical contour of a volume 
pulse is obtained. Like photoelectric 
plethysmography, the record is free of 
inertia. 

In cooperation with our work on 
peripheral circulation, Dr. Otto H. 
Schmitt of the University of Minnesota 
Department of Biophysics, has developed 
a simple impedance plethysmograph 
which contains only one electronic tube 
and is used in connection with a direct 
writing electrocardiograph. It is housed 
in a small box of 9 by 5 by 6% inches 
and weighs only 8 lbs. 

The taking of tracings is, if anything, 
simpler than with the photoelectric 
plethysmograph. Instead of adjusting the 
foot or hand position to the light beam, 
as shown in figures I and II, two elec- 
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forehead 
ric. vil. Peripheral pulse of the foot (left side) 
and of the forehead skin (right side), recorded 
by means of an impedance plethysmograph. 


‘ca 


trodes are placed on the desired location. 
The main advantage of this method, 
however, is its universal applicability to 
any location, and records not only of the 
skin circulation, but also of the under- 
lying tissue can be obtained. 

Figure VII shows, as an example, two 
tracings: on the right side, a pulse curve 
of the forehead skin, with the electrodes 
3 cm. apart, on the left side, a tracing 
of the foot circulation, taken with plantar 
dorsal electrode position. To demonstrate 
the potentialities of the method, the 
tracing was taken with the subject wear- 
ing socks and shoes. The curves show the 
characteristics of a volume pulse, and, 


CoRONARY HEART DISEASE is more 


therefore, the same type of contour 
analysis can be used as discussed in this 
article. 


This study was supported in part by grant No. 
H2043 from the National Health Institute. 
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Neuromuscular problems in 


hemiplegic and paraplegic patients 


LENOX D. BAKER, M.D. 
DURHAM, NORTH CAROLINA 


®@ In these days of concerted efforts to 
eliminate disease, basic science discov- 
eries and clinical advances are constantly 
changing the health picture of our peo- 
ple. As new discoveries and contributions 
are made, new therapies will be needed, 
prognosis will change, and the life span 
will be extended, creating new social and 
economic health problems. 

This cause and effect relationship can- 
not be illustrated better than in the neu- 
romuscular problems that have been cre- 
ated and increased by scientific advances 
in and out of medicine. The maternity 
and child welfare program, especially in 
its work with premature and Rh-factor 
babies, has prolonged the lives of thou- 
sands of cripples who otherwise would 
have died during infancy. Advances in 
neurosurgery, use of antibiotics, and 
better methods for securing fluid and 
protein balance have prolonged the lives 
of victims of cerebrovascular accident 
and spinal cord injury. 

Recent studies to determine relation- 
ship of trauma, metabolic alterations, 
blood transfusion, and infection in the 
serum protein levels of patients;':* studies 
in the use of hypothermia in surgery; 
advances in vascular anastomosis and 
grafts; and the role of agammaglobuli- 
nemia*~* in immunology, in tissue growth, 
and in vital homografts will undoubted- 
ly prolong the lives of additional acci- 


LENOX D. BAKER is professor of orthopedic sur- 
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This paper emphasizes the importance 
of surgical correction of deformities 
in the palsied patient. Surgical pro- 
cedures are not difficult, do not re- 
quire a long period of postoperative 
fixation and, when properly applied, 
contribute materially to the recovery 
of patients who, if made ambulatory, 
can resume self care and often fill a 
useful place in society. 


dent victims, many of whom will have 
neuromuscular disabilities. 

The tools of the machine age, especial- 
ly the automobile, have multiplied inci- 
dence of brain traumas. Case findings and 
the opportunities offered by vocational 
rehabilitation have brought new demands 
on our profession to help in the care of 
their growing load. The responsibility 
for seeing that these advances bring true 
benefits and not new burdens to society 
will depend largely on the medical pro- 
fession. 

It is with these thoughts in mind that 
this article, which is a review and an 
evaluation of new uses of old procedures, 
is prepared. The purpose of the paper is 
threefold: (1) to stimulate interest in 
and to evaluate the entire problem seen 
in victims of cerebrovascular accident 
and cord injury; (2) to discuss surgical 
treatment for these patients; and (3) to 
project into the care of the adult neuro- 
muscular cripple the use of certain op- 
erative procedures that have been found 
beneficial in the care of the child with 
cerebral palsy. 
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The rehabilitation of the patient dis- 
abled with a neuromuscular condition is 
usually a cooperative project which re- 
quires the services of the neurosurgeon, 
the orthopedist, the physical therapy 
worker and, in many instances, the urol- 
ogist and plastic surgeon. It is not the 
prerogative of the orthopedist to direct 
the work of the other specialists. How- 
ever, in the rehabilitation of these pa- 
tients, he must keep in mind the contri- 
butions which the neurosurgeon may 
make to the patient’s recovery or im- 
provement. Such contributions aré most 
likely to occur on those services where 
the neurosurgeon sees all neuromuscular 
patients. Urologists also can contribute a 
great deal. For instance, as a result of 
their care of war injuries, they have de- 
veloped new and improved methods in 
handling the neurologic problems of the 
bladder. 

The orthopedic rehabilitation of these 
patients falls into two categories: resto- 
ration or improvement of ambulation and 
restoration or improvement of manual 
function. 


Treatment of Hand Deformities 
Goldner, in discussing reconstructive 
surgery of the hand in cerebral palsy and 
spastic paralysis caused by injury to the 
spinal cord, pointed out that the majority 
of these hands do not warrant surgery 
because of the frequent complications, 
such as loss of sensation, loss of elbow 
and shoulder function, and mental 
changes making rehabilitation of the 
hand unfeasible.© However, in the se- 
lected patient, surgery, combined with 
physical re-education, may be of value 
in returning the hand to useful, although 
limited function. 

Hand problems in these patients can 
be divided into three types: (1) deform- 
ities of the thumb, (2) deformities of 
the fingers, and (3) deformities of the 
wrist, any of which may be present alone 
or in any combination of the three. 








DEFORMITIES OF THE THUMB 


When a “thumb in the palm” deformity 
is present, the cause may be multiple. 
Possible causes are spastic or contracted 
flexors, a tight web space, hypermobility 
of the metacarpophalangeal joint, paral- 
ysis of the intrinsic muscles of the thumb, 
or spastic or contracted adductors. 

The correction of these thumb de- 
formities depends upon the etiology. If 
the thumb extensor unit is active, arthro- 
desis of the wrist in ulnar deviation may 
bring about active extension. In the pres- 
ence of a hypermobile metacarpophalan- 
geal joint, fusion of that joint is indicat- 
ed. In the presence of inactive or over- 
stretched extensors, transplant of an ac- 
tive wrist or finger flexor should be done. 
Such transfer, when not active, may 
function as a tenodesis with satisfactory 
improvement in thumb control. Spastic- 
ity and contracture of the web space 
may respond to sectioning of the web 
fascia or stripping of the first dorsal in- 
terosseous. If indicated, the adductor pol- 
licis should be tenotomized. In the pres- 
ence of weak opponens, transfer may be 
of benefit. 


FINGER DEFORMITIES 
Finger deformities usually consist of hy- 
perflexion with an inability to extend 
actively. Goldner, in describing the 
mechanism of this disability, said “Spastic 
finger flexors may cause the digits to be 
held tightly in the palm, particularly if 
the wrist is in dorsiflexion. When the 
finger flexors are strong and the exten- 
sors are weak, if the wrist is flexed, a 
large object can be grasped with the 
fingers. As the grasp is tightened, the 
wrist, because of the increased tension on 
the extensor mechanism, automatically 
dorsiflexes Once the hand (wrist) reaches 
the neutral or straight position, release is 
nullified and there is increased tension on 
the flexors.” 

Much pioneer work is needed for cor- 
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rection of this disability, and, with the 
great interest now present in hand sur- 
gery, progress can be undoubtedly ex- 
pected. Preliminary studies have demon- 
strated that plaster fixation for stretching 
may possibly lengthen the flexors and 
allow evaluation of the motor power in 
the extensors. If the extensors are found 
to be weak but with function, wrist 
flexors or strong finger flexors can be 
transferred to the extensor tendons of 
the digits. Arthrodesis of the interpha- 
langeal joints of one or several digits 
may be justified, followed by reinforce- 
ment of the flexor profundi with the 
flexor sublimi, if necessary, to stabilize 
the fingertips. These procedures serve 
to get the fingers out of the palm and to 
put them in a grasping position for large 
objects. 

The index finger in these hands fre- 
quently show hyperextension of the 
proximal interphalangeal joint with flex- 
ion of the distal joint and an inability to 
extend the metacarpophalangeal joint. 
To improve the pinch power in these 
fingers, the motor power of the flexor 
digitorum profundus can be augmented. 
In the presence of spasticity or paralysis 
of the intrinsic muscles of the index fin- 
ger, transfer of a split sublimis can be 
used to strengthen these muscles with 
one segment transferred to the lateral 
band and one segment to the first dorsal 
interosseus muscle. 


WRIST DEFORMITIES 


Wrist position plays an important part 
in hand function, especially in the hand 
with spastic paralysis. Arthrodesis is the 
basic procedure used to control severe 
wrist deformity. If an arthrodesis is to 
be done in combination with tendon 
transfers in the spastic extremity, the 
physician should keep in mind that, fol- 
lowing tendon transfers to the extensors, 
an extension deformity may develop. For 
this reason, the tendon surgery should be 
done several months before wrist fusion. 
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Postponing the fusion also gives time to 
determine the position of fusion for op- 
timal function of flexors and extensors. 
Usually, in this type of hand, a neutral 
position of 180 degrees has been found 
to be most satisfactory. The popular po- 
sition of slight dorsiflexion makes active 
extension of the digits more difficult and 
should be avoided. 

Occasionally, the hand will require a 
few degrees of flexion at the wrist, where 
grasp release can be performed with the 
least amount of effort. In positioning 
the wrist for fusion, ulnar deviation may 
help to correct the thumb deformities 
which have been discussed. In the hand 
which depends on wrist motion for auto- 
matic opening and closing of the digits, 
fusion is contraindicated. When there are 
severe contractures in the flexors, partial 
carpectomy without fusion may be of 
help. For cosmetic purposes or when the 
deformity is a psychologic handicap, 
arthrodesis of the wrist is justified. 

No one who is not prepared and who 
has not prepared his patient for failure 
and disappointment should perform sur- 
gery on the hand with cerebral palsy or 
spastic paralysis resulting from cord in- 
jury. 

Undoubtedly these surgical proce- 
dures are not as successful in this group 
of patients as when used in those with 
disabilities for which the procedures 
were originally described. Nevertheless, 
in well-selected patients and with well- 
planned procedures, benefit is possible 
and much further study and effort are 
warranted. These corrections are seldom 
if ever indicated for the hand of the pa- 
tient who has had cerebrovascular acci- 
dent, for results in this group are uni- 
formly poor. 


Treatment of Deformities of 

the Lower Extremities 
The deformities seen in spastic lower 
extremities are more amenable to therapy 
and results of surgery are far more pre- 














dictable than in the upper extremities. 
The type of deformity and the muscle 
group involved vary but, in most in- 
stances, there is an equinus of the foot 
with a varus or valgus deviation, de- 
pending on the extent of involvement of 
the tibialis or the peroneus muscles. The 
knee, despite the presence of spasticity in 
the quadriceps muscles, is usually held in 
flexion by the stronger flexors with the 
hip internally rotated, adducted, and 
flexed. 

These deformities present the same 
picture and the same problem in the 
hemiplegic adult as in the child with ce- 
rebral palsy. Rehabilitation of the ex- 
tremities in the patient who has had a 
cerebrovascular accident should begin 
at the time of the accident and not after 
the deformities have developed. Fre- 
quently, the immediate application of 
light-weight, well-fitted, corrective plas- 
ter casts can prevent contractures, pre- 
vent stretching of the weaker muscles, 
and possibly avert the need of surgery. 
There is no contraindication to early 
rehabilitation therapy. The patients 
should be placed almost immediately on 
an active exercise program leading to- 
ward early discharge from the bed. 
When it becomes obvious that uncon- 
trolled spasticity will develop, surgery 
should not be deferred. 

Rehabilitation of the palsied patient 
depends upon restoration of muscle bal- 
ance, establishment of joint control, and 
establishment of normal relationships to 
the line of gravity for upright balance. 
When spasticity interferes with reaching 
these goals, it should be eliminated by 
neurectomies or controlled by tenoto- 
mies or arthrodesies, after which reha- 
bilitation can be more readily accom- 
plished. 

In a previous paper, based on a con- 
secutive series of 977 patients at the 
North Carolina Cerebral Palsy Hospital, 
I discussed deformities resulting from 
neuromuscular disturbances and reported 


the results of 590 surgical corrections in 
164 of these patients, plus 22 patients 
from other sources.’ As the benefits of 
this surgical program became apparent, 
I realized that the same procedures are 
indicated for the lower extremities of the 
adult hemiplegic patient as for those of 
the patient with cerebral palsy. In at- 
tempting surgical correction of the mul- 
tiple deformities seen in these patients, 
the primary deformity should be cor- 
rected first. 


FOOT DEFORMITIES 


The major foot deformity seen is the 
equinus, caused by spasticity in the calf 
muscles. Partial neurectomies of the 
branches of the posterior tibial nerve to 
these muscles is a simple procedure, suit- 
able for the elderly patient, for there is 
little or no trauma, and postoperative fix- 
ation is not mandatory. However, it is 
hard to determine the extent of surgery 
needed and results are somewhat un- 
predictable. 

We have been inclined to do fewer 
and fewer neurectomies in favor of 
lengthening the gastrocnemius aponeu- 
rosis with the soleus fibers dissected from 
the distal portion of the aponeurosis. The 
technic used’ is a modification of that 
described by Vulpius.S The modification 
permits a lengthening with the soleus 
detached from the achilles tendon, which 
in turn allows for elimination of stretch 
reflex and clonus. 

The lengthening is done in that por- 
tion of the aponeurosis between the gas- 
trocnemius muscle belly and the proxi- 
mal erid of the achilles tendon. The op- 
eration used is the tongue and groove 
method, with the middle tongue portion 
remaining attached to the tendon and 
the lateral and medial portions remaining 
intact with the muscle belly. The tongue 
is dissected from the fibers of the soleus 
muscle, care being taken that no fibers 
remain attached to the achilles tendon. 
To allow adequate correction of dorsi- 
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flexion of the foot, it is necessary to sec- 
tion the fibrous raphe of the bipenni- 
form soleus muscle. 

The operation has several advantages: 
the tendon sheath is not opened; the 
tendon is not disturbed; and the incision 
is well placed over adequate subcutane- 
ous adipose tissue, thus preventing skin 
adhesions to the deep structures, as is 
frequently seen when the tendon itself 
is subjected to surgery. 

If the peroneus longus or brevis are 
spastic, the equinus may be complicated 
by a valgus of the foot. If the tibialis 
longus is spastic with or without involve- 
ment of the tibialis anticus, there may 
be a varus deformity. When these com- 
plications are encountered, the offending 
muscle tendon should be lengthened or 
transferred, depending on the need in 
each patient. When the extensor hallucis 
longus muscle is involved, there is a 
hammering of the great toe. A Jones’ 
procedure with arthrodesis of the inter- 
phalangeal joint and the proximal trans- 
plant of the tendon may materially im- 
prove the patient’s control of the foot. 


KNEE DEFORMITIES 


In flexion deformities of the knee, the 
gastrocnemius can be the chief offender 
or may play a part with the hamstrings. 
Surgery should be directed at correct- 
ing the deforming forces. When the 
gastrocnemius is involved, either a length- 
ening of the aponeurosis or a release of 
the origin of the muscle from the con- 
dyles of the femur and from the pos- 
terior aspect of the capsule of the knee 
joint may be considered. Either proce- 
dure may be combined with lengthening 
or complete tenotomy of the hamstrings. 

The procedure for release of the origin 
of the gastrocnemius has been described 
in a previous paper.* The technic is not 
difficult. The exposure is best made by 
a hockey stick incision which should 
extend far enough medially and lateral- 
lv to make possible the release of the 
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medial and lateral expansions. “These 
expansions pass around anteriorly to 
form the muscle’s tendons of origin. 

If the deformity of the knee is of long 
standing, the patellar tendon may be so 
stretched that the patient can no longer 
actively extend the knee to 180 degrees. 
Full extension can be restored by a 
transfer downward of the insertion of 
the stretched tendon, either by the 
Chandler procedure’? or by a modifi- 
cation in which the tendon is trans- 
planted distally without removal and 
transfer of the block of bone from the 
underlying tuberosity of the tibia." 


HIP DEFORMITIES 


The deformities about the hip are diffi- 
cult to analyze and also to correct. Many 
combinations may exist. The most diffi- 
cult to differentiate are the flexion in- 
ternal rotation deformity and the adduc- 
tion flexion deformity. The tensor fascia 
lata is frequently involved, as are the 
rectus femoris and the gluteus minimus. 
In the less involved extremity with mild 
internal rotation deformity, a Yount sec- 
tion of the fascia lata’? and a stripping 
of its intermuscular septum from the 
femur, combined with a partial neurec- 
tomy of the adductor branches of the 
obturator nerve and a tenotomy of the 
origin of the adductor longus, will cor- 
rect most of the deformity and allow 
for better function. Frequently an Ober 
release of the tensor fascia lata’ is need- 
ed for full correction. In the more severe 
cases in which flexion deformity remains 
after operation, myotomy of the origin 
of the rectus femoris and possibly re- 
lease of the insertion of the iliopsoas 
muscle may be necessary to gain further 
extension of the hip. This need is espe- 
cially true in spastic paraplegia resulting 
from spinal cord damage. 

Special attention is called to the hemi- 
plegic patient who suffers a fracture of 
the neck of the femur of the paralyzed 
extremity. Before reduction and internal 
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fixation is attempted, either an intrapelvic 
obturator nerve neurectomy or a neurec- 
tomy of the adductor branches of the 
obturator nerve and myotomy of the 
involved adductor muscles should be 
done.'* Without such preliminary re- 
lease of spasticity in the adductors, re- 
duction is likely to be difficult. In those 
cases in which reduction is obtained 
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without such preliminary releases, the 
spastic adductors will cause a varus re- 
sulting in a shearing force across the 
fracture site. It has not been our priv- 
ilege to see a successful end result in a 
fracture of the neck of the femur in a 
spastic extremity in which preliminary 
neurectomies and myotomies had not 
been done. 
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Management of Dupruyten’s contracture 


LEE J. CORDREY, M.D. 


CLEVELAND, OHIO 


® Since 1832, when Dupruyten first de- 
scribed the contracture that now bears 
his name, a voluminous amount of liter- 
ature regarding the etiology, treatment, 
and prognosis of this condition has ac- 
cumulated.?? 

The most exhaustive survey of Du- 
pruyten’s contracture was conducted in 
1948 by Skoog, who collected data on 
2,278 patients with 3,529 hands involved 
with this condition.* The average age of 
the patients at time of examination was 
54. Of the series, 166 persons were be- 
tween the ages of 60 and 69, and 41 be- 
tween 70 and 79. Thus, the findings were 
usually present at an age when indi- 
viduals are particularly prone to other 
disabling diseases and in whom full use 
of the hands is particularly desirable. 

Boyes, in a study of 154 patients, found 
that 93 had a bilateral lesion at the time 
of examination.‘ Of these, 41 stated that 
the lesions had begun simultaneously in 
both hands. In his series, 82.4 per cent 
were men and, in Skoog’s series, 89.3 per 
cent were men. 

In my own series of 25 patients with 
involvement of 30 hands, I have had find- 
ings similar to those of Skoog and Boyes. 
No woman was seen in this group of pa- 
tients and all were over the age of 50. 


Etiology 


Dupruyten attributed his original cases 
to manual labor, and since that time, 
there has been a constant effort to relate 
the disease to trauma. However, there is 
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Although Dupruyten’s contracture 
may be a disabling process in the aged, 
it can be safely and easily managed to 
permit total rehabilitation. Surgical 
intervention is indicated when limita- 
tion of digital motion is present. Sub- 
cutaneous fasciotomy is a simple, safe 
procedure in the severely involved 
hand. Total aponeurosectomy is indi- 
cated when the skin of the palm is 
mobile and of good quality. 


considerable doubt that chronic repeti- 
tive trauma is really significant in the 
production of this deformity and there 
is no evidence that one acute traumatic 
episode can produce the changes seen in 
Dupruyten’s contracture. 

In my series, only one patient had en- 
gaged in heavy labor. One other patient 
had the onset of symptoms six months 
after using a pneumatic drill and attrib- 
uted his condition to use of the drill. 
All other patients were professional or 
sedentary workers. In Boyes’ series, only 
33 per cent of patients were engaged in 
manual labor. Skoog noted that trauma 
could not be the decisive factor, since 
the general incidence in the laboring 
population is too low. No common etio- 
logic factor has ever been determined. 

Warren conceived of the lesion as a 
benign neoplasm of palmar fascia and 
noted, in a study of 77 specimens of 
palmar fascia, that there was no evidence 
of chronic inflammation.’ Appearance of 
immature hyperplastic tissue at the 
periphery of these lesions lent credence 
to his theory of a benign neoplastic proc- 
ess. It is unlikely this concept is true, 
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however, in view of the definite pattern 
of deformity noted and the limitation of 
the infiltrative process to the anatomic 
confines of the palmar fascia. Skoog 
postulated that the lesions represented 
foci of rupture of the collagen fibers of 
the fascia and suggested that there was 
some condition of the fascia which pre- 
disposed it to tiny tears which healed 
with scar formation and excessive thick- 
ening and contracture. 


Symptoms and Signs 


The condition usually begins as a nodule 
in the palm near the distal palmar crease, 
involving the palmar aponeurosis to 
either the fourth or fifth finger. This 
thickened plaque in the palmar fascia 
may remain stationary for months, caus- 
ing few symptoms, or, it may thicken 
quite rapidly, producing shortening of 
the digital slip of the palmar fascia with 
resultant flexion contracture of the in- 
volved digit. Rarely is the index finger 
or the thumb affected, although, in one 
of my cases, there was diffuse thickening 
of the palmar fascia and the slips to all 
the digits. Spaces between the palmar 
aponeurosis tend to remain uninvolved 
and, as the contracture progresses, dim- 
pling of the skin occurs in these areas. 
As the nodules increase in size, they 
produce gross thinning of the skin and 
the flexion creases of the hand become 
noticeably atrophic. Fixed flexion con- 
tracture of the proximal interphalangeal 
joints may occur, with shortening of the 
collateral ligaments and of the volar cap- 
sule of these joints. In the advanced case, 
there is usually nodule formation in the 
palmar slips overlying the proximal pha- 
langes and these thickened plaques may 
act as a mechanical block to flexion. 
Thus, the condition may produce gross 
limitation of both flexion and extension 
of the involved digits. Because of the 
interdigitation of the profundus tendons 
in the palm, flexion contracture of any 
of the three ulnar digits limits motion of 











Fic. 1. Typical modified Z incision as employed 
for complete aponeurosectomy. 


the adjacent digits. The index finger is 
the only digit capable of independent 
motion and, this may be limited to a 
variable degree by flexion contracture of 
the adjacent digit. 

Subjective symptoms are seldom pro- 
nounced and the patient usually com- 
plains first of limitation of motion of the 
digits. We have been concerned with 
this condition because it limits the re- 
habilitation of patients with other, more 
serious diseases. Use of crutches and 
transfer technics from bed to chair may 
be greatly curtailed by hand deformity 
and, in our series, treatment has been 
undertaken primarily to allow total re- 
habilitation of the patient. 


Treatment 


Progress of the disease is inexorable and 
conservative treatment has been found 
to be of little value, although splinting 
and gentle stretching of the involved 
digits tend to maintain mobility of the 
small joints of the fingers. I have not 
used vitamin E therapy for my patients, 
but Boyes noted no improvement in 12 
patients treated with alpha tocopherol 
in doses of 300 mg. daily for three 
months. Irradiation of the hands has been 
tried, but Skoog reported no definite 
improvement in 149 patients treated with 
irradiation. In Boyes’ series, 2 patients 
received x-ray therapy without benefit. 

In digits in which there is fixed flexion 
contracture of the proximal interpha- 
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langeal joints, complete release of the 
contracture is not possible. In these cases, 
a secondary operation is performed, con- 
sisting of excision of the collateral bands 
of the proximal interphalangeal joint and 
volar capsulectomy. This procedure has 
little merit in treatment of flexion con- 
tractures of the proximal interphalangeal 
joint of the fifth digit and, in cases in 
which there is fixed contracture, amputa- 
tion of the digit through the metacarpal 
may be advisable. 

In general, the treatment in my series 
has been confined to surgical relief of the 
contractures and the patients so treated 
have fallen into two broad groups—those 
treated with palmar fasciectomy, and 
those treated with subcutaneous fasci- 
otomy. 


GROUP 1—PALMAR FASCIECTOMY 


The first group consists of those patients 
with definite band-like thickening of the 
fascia to one or more digits and with one 
or more nodules in the palm or in the 
digits, but with minimal skin atrophy 
or pitting of the skin. These patients 
have been treated by complete palmar 
fasciectomy utilizing a modified Z in- 
cision (figure I). 

Palmar fasciectomy, first done by 
Lexor in 1900, has not been regarded 
with wide favor because of the frequent 
sloughing of skin following the elevation 
of broad skin flaps from the palm of the 
hand. For this reason, there must be 
minimal adherence of the skin to the 
underlying fascial band and wide flaps 
should not be created, even in those 
hands in which skin is at its optimum. 
No attempt should be made to excise the 
digital slips through the palmar incision. 
Separate incisions should be made into 
the digits in the junctural zone between 
dorsal and volar skin to resect the thick- 
ened fascia in the digits. Considerable 
care must be exercised to prevent sur- 
gical damage to the neurovascular bun- 
dles in the digits. 
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ri... Preoperative photograph show- 
ing atrophy of the skin, moderately 
severe palmar contracture, and no- 
dule formation. 


GROUP 2—SUBCUTANEOUS FASCIOTOMY 

In the second group are those patients 
whose hands demonstrate gross atrophy 
of the skin, with noticeable pitting and 
atrophy of the flexion skin creases. Total 
aponeurosectomy has been considered 
unwise in this group and subcutaneous 
fasciotomy has been performed, as de- 
scribed first by Adams in 1878 and later 
by Luck® (figures II and Ill). 

This technic is relatively simple. It 
may be performed under local anesthesia, 
and may be used for patients with a 
debilitating disease which would pre- 
clude a general anesthesia or a brachial 
block. Multiple cuts are made through 
the contracted fascia beginning at the 
level of the thenar eminence and spaced 
approximately every half inch. I have not 
excised local nodules in the palm, al- 
though this procedure is advocated by 
Luck. Blind fasciotomy should not be 
performed in the digits. There is minimal 
danger of skin sloughing if the incisions 
are properly placed in the junctural zone 
of the fingers and local nodule excision 
may be performed in this area. 

I have found that, within six months 
after fasciotomy and with gentle massage 
and increased motion of the digits, nodule 
formation in the palm has tended to dis- 
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ric. ul. Same hands as in figure Il. Postoperative fasciotomy three months after operation, illustrat- 
ing restoration of skin texture and full range of digital motion. 


appear with great improvement in the 
quality of the overlying skin of the palm. 
Although there is a tendency for con- 
tracture to recur after this operation, 
total aponeurosectomy is made immeas- 
ureably simpler for the patient if blind 
fasciotomy is performed as a preliminary 
procedure. 

The anesthetic of choice is brachial 
block and the procedure is always per- 
formed with a sphygomonanometer cuff 
about the upper arm as a tourniquet. 

Tourniquet time rarely exceeds one 
and one-half hours and this has been 
considered a safe length of time to main- 
tain compression of the upper arm. When 
blind fasciotomy is performed, the pro- 
cedure can be completed within fifteen 
to twenty minutes. The tourniquet is 
always maintained until the final dressing 
is applied. 


At the end of the operation, whether 
blind fasciotomy or total fasciectomy has 
been performed, the hand is immobilized 
in a carefully applied pressure dressing, 
with the digits in position of function. 
At the end of ten days, the dressing is 
removed and the patient fitted with a 
light dynamic splint which is worn at 
night until full active extension of the 
digits is possible with ease. 
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NoruinG is inherently or invincibly young except spirit. And spirit 
can enter a human being perhaps better in the quiet of old age and 
dwell there more undisturbed than in the turmoil of adventure 

Old places and old persons in their turn, when spirit dwells in them, 
have an intrinsic vitality of which youth is incapable; precisely the 
balance and wisdom that comes from long perspective and broad 


foundations. 


GEORGE SANTAYANA, My Host the World 
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Diabetes in the older age group 


NATHAN BLUMBERG, M.D. 
and LOUIS ZISSERMAN, M.D. 


PHILADELPHIA, PENNSYLVANIA 


® It is estimated that 2 per cent of the 
total adult population in the United 
States suffers from diabetes. Numerous 
studies have shown that the incidence in- 
creases with the age of the population. 
The incidence is also said to be greater 
now than ever before but this may be 
due to the fact that people are better 
informed regarding diabetes and to wide 
use of urine and blood examinations. 
In a study of 1,539 consecutive deaths 
occurring between 1930 and 1940 in the 
adult population of a general hospital, 
it was found that diabetes mellitus was 
present in 118 patients, or 7.17 per cent. 
A census breakdown for the resident 
population of the Home for the Jewish 
Aged in Philadelphia is presented in table 
1. It will be noted that over 91 per cent 
of the 213 residents have passed the age 
of 70, a commonly accepted average life 
span for the general population. In the 
course of routine laboratory tests per- 
formed for all residents, about 11 per 
cent have shown hyperglycemia in the 
fasting state, and the vast majority of this 
positive group was past the age of 70. 
In a study of 400 diabetic deaths in a 
general hospital, it was found that the 
average age at the time of death was 61 
years in the period from 1930 to 1938 
and 65 in the period from 1939 to 1950. 
This was interpreted as a gain in longev- 


NATHAN BLUMBERG is professor of internal medi- 
cine and geriatrics at Hahnemann Medical Col- 
lege, and medical director of the Home for the 
Jewish Aged, Philadelphia. Louis zissERMAN is 
assistant professor in medicine at Hahnemann 
Medical College. 
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Medical problems peculiar to the aged 
are discussed with respect to diabetes 
mellitus. Experience is presented de- 
rived from the care of 400 diabetic 
patients who died in a general hos- 
pital and the 213 residents of a home 
for the aged. Special attention is given 
to incidence, insulin needs, and com- 
plications of diabetes. 


ity corresponding to the new era of 
chemical and antibiotic therapy. In this 
unselected series, there were about twice 
as many women as men. An analysis of 
this series by age groups showed a ratio 
of 2.4 women to 1 man for those patients 
below 70, and 1.5 women to 1 man for 
those over 70. The incidence ratio of 
women to men among the diabetic pa- 
tients in the Home was 1.7. A sex ratio 
of 2 women to | man was also noted by 
Joslin,‘ Reed,’ Drolet,’ and John.’ 

The relative proportion of women to 
men appears to show a noticeable in- 
crease during the years immediately fol- 
lowing the female climacteric. This tend- 
ency is lost after the age of 70, and it 
may be significant that in the population 
of our Home, the sex incidence for the 
general population is almost the same as 
that for the diabetic patients alone. 

At this point, it might be well to con- 
sider a suitable definition for the diabetic 
states. Just as intercapillary glomerulo- 
sclerosis is basically a pathologic syn- 
drome, Cushing’s syndrome a clinical 
one, and Adams-Stoke’s a physiologic 
one, so diabetes is defined as a chemical 
syndrome. Anyone who has a persistent 
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TABLE 1 


CENSUS BREAKDOWN OF TWO DIABETIC SERIES 





General 
hospital Home for Jewish Aged 
diabetes Entire census Diabetes only 





Age 





group MenWomen MenW omen MenW omen 
To 20 1 1 
20 to 29...0 3 
30 to 39...4 7 
40 to 49.. 8 14 
50 to 59. .26 72 


Most clinicians are agreed that hyper- 
glycemia in itself has little or no harm- 
ful effect on the patient, although the 
danger of acidosis is generally acknowl- 
edged. No clear-cut evidence has ever 
been produced to correlate the exten- 
siveness of degenerative phenomena in 
the diabetic patient with the severity of 
his condition as judged by insulin re- 
quirements. A previous study was made 
of a series of 357 unselected diabetic 


60 to 65..45...101 1 3 0 1 ‘ : ‘ ° 
66 to 70 7 8 ) > deaths, correlating insulin dosage with 
72 40 75. 43... 61,....29... 34 2 1 the primary cause of death (table 2). 
76 to 80 15... 46 : 5 This study failed to show any unusual 
5 33 3 3 - . ae 
Reems > Ee eons ae . “ antecedent insulin requirements in those 
86 to 90 9 10 ‘ ; 
91 to 95 3 3 patients who had eventually died as a 
96 and up 0 3 result of any of the degenerative dis- 
Total 132..270....77.. 136 9.15 orders, such as arteriosclerotic heart dis- 





tendency toward hyperglycemia is there- 
fore a diabetic patient. Blood sugar 
elevations, such as occur with myocardial 
infarction, are not considered indicative 
of diabetes unless they show chronicity. 
This obviously requires time to de- 
termine and exposes a common clinical 
problem in the care of a patient with 
acute disease whose previous blood chem- 
istry is unknown. 


ease, coronary thrombosis, or cerebral 
accidents.* 

It is not surprising, therefore, that 
some practical clinicians have discarded 
blood sugar levels as significant of ideal 
insulin needs and rely on maintenance 
of body weight and absence of acidosis 
as the only important criteria. In treating 
our patients, however, we have tried to 
maintain some degree of blood sugar 
stability at a level not in excess of 200 
mg. per cent, using the Folin-Wu test. 








TABLE 2 
CAUSE OF DEATH CORRELATED WITH INSULIN DOSAGE 
Over 25 
No 25 units and under 50 units 
Diagnosis insulin orless SOunits or over 
Gangrene of legs 5 og 21 8 8 59 
(37.3%) (35.5%) (13.6%) (13.6%) (100.0%) 
Hypertension and arteriosclerotic heart disease 27 22 7 1 57 
(47.4%) (38.6%) (12.3%) (1.7%) (100.0%) 
Acute cerebral accident 16 17 9 1 43 
(37.2%) (39.6%) (209%) (2.3%) (100.0%) 
All infections 52 19 8 1 80 
(65.0%) (23.7%) (10%) (1.3%) (100.0%) 
Acute coronary thrombosis 26 15 6 2 49 
(53.1%) (30.6%) (12.2%) (4.1%) (100.0%) 
Diabetic coma 7 0 2 1 10 
(70.0% ) (20.0%) (10.0%) (100.0% ) 
Others 24 20 12 3 59 
Totals : . 174 114 52 17 357 
(48.7%) (31.9%) (14.6%) (48%) (100.0%) 
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Some caloric restriction in diet is at- 
tempted beyond the usual limitation in 
carbohydrate intake. Although patients 
do not always show perfect cooperation, 
we are satisfied that, when they do, there 
is less likelihood of severe complications 
of acute onset because of infection. Even 
chronic cystitis seems to show acute exac- 
erbations with a prolonged bout of 
dietary indiscretion. 

Of the 24 patients with recognized 
diabetes who are now under treatment, 
14, or 58 per cent, receive no insulin at 
all. Only two patients require more than 
30 units daily. Wilder states that in his 
experience, 56 per cent of diabetic pa- 
tients need no insulin and only 14 per 
cent receive over 30 units daily. 

Among the complications to which di- 
abetic patients are particularly susceptible 
are cholelithiasis and acute coronary 
thrombosis. Gallstones are seen com- 
monly among our elderly patients. An 
analysis of 746 autopsies of adult sub- 
jects showed cholelithiasis to be present 
in 11.9 per cent, while a similar survey 
of 144 necropsies on diabetic patients re- 
vealed an incidence of 27.8 per cent.” 
Warren found such stones in diabetic 
patients in 31 per cent of his cases,'” 
Wilder in 28 per cent,S and Schleusner 
in 35.2 per cent."! 

No discussion of gallstones is com- 
plete without mention of acute cholecys- 
titis. Since this condition is commonly 
associated with biliary calculi, it is not 
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surprising that diabetic patients have 
more than twice as many cases of chole- 
cystitis as are to be found in the general 
population. Although the conservative 
therapeutic approach still has many ad- 
vocates, even among surgeons, it is haz- 
ardous in dealing with the biliary vesicle 
of the diabetic patient. Delay in such 
instances is accompanied by a high mor- 
tality, and early surgery is mandatory.'* 

Acute coronary thrombosis was quite 
common among our elderly patients, 
both diabetic and nondiabetic. In the 
very aged, its course is often benign and 
the condition may be exposed only un- 
expectedly. In the course of a study of 
400 deaths in patients with diabetes, 
death was caused by acute coronary 
thrombosis in more than 20 per cent.’ 
Joslin found this condition under similar 
circumstances in 21.7 per cent of cases,' 
while Beardwood’s comparable figure 
was 15 per cent.’* 

A study to learn more about some of 
the physiologic aspects of vitamin B,, in 
the aged is now in progress at the Home. 
When completed, this will be the subject 
for a future paper. It can be stated now, 
however, that there is a relatively low 
serum level of vitamin B,, in aged indi- 
viduals as a group and that glucose toler- 
ance seems to be directly related to the 
vitamin B,. serum level. The exact signif- 
icance of these findings is not yet clear. 


This study was conducted at the Home for 
the Jewish Aged, Philadelphia. 
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Mastering long term illness 


EDWARD L. BORTZ, M.D. 


PHILADELPHIA, 


® Long term illness is one of the major 
challenges facing modern society. It has 
been projected into sharper relief because 
of the spectacular advances in control of 
the acute maladies taking place during 
the past twenty-five years. Although 
long term illness may occur at any age 
and no period of human existence is im- 
mune, the longer an individual lives the 
more likely he is to fall victim of some 
chronic malady. 

The frequency of long term illness! is 
illustrated in table 1. Using poliomyelitis 
as 1, the major long term illnesses are 
listed in order of occurrence. 

The most common disorders requiring 
medical and social services today are (1) 
diseases of the vascular system, including 
heart disease, high blood pressure, coro- 
nary occlusion, apoplexy, and generalized 
arteriosclerosis; (2) cancer; (3) arthritis 
and rheumatism; and (4) nervous and 
mental disorders. Since breakdown of 
the blood vessels and cancer account for 
the loss of about one million lives each 
year, the need for comprehensive plan- 
ning to master these killers is apparent. 

Heart and blood vessel disease con- 
tinue to take more American lives than 
all other causes combined, according to 
figures for 1953 recently released by the 
National Office of Vital Statistics.? A 
detailed breakdown for the first five lead- 
ing causes of death is found in table 2. 


EDWARD L. BORTZ is associate professor of medi- 
cine, Graduate School of Medicine, University 
of Pennsylvania; associate professor of medicine, 
Jefferson Medical College; and chief of medical 
service, Lankenau Hospital, Philadelphia. 





PENNSYLVANIA 


The most common and devastating 
long term illnesses are caused by 
blood vessel deterioration, cancer, the 
arthritides, and disorders of the nerv- 
system. Significant 
promise a much better control of 
these afflictions during the next ten 
years. Specific therapy plus incentive 
to recover is the basis of management. 


ous researches 


The Major Problems Today 


It has always seemed to me that the train- 
ing of doctors in medical schools should 
be focused on the most commonly oc- 
curring diseases. After a study of normal 
structure and function and the major 
pathologic deflections, young doctors 
should be schooled in the diseases they 
will meet most frequently in practice. 
This, of course, is not to infer that we 
recommend inattention to the other less 
frequent conditions. Today’s medical 
schools are greatly concerned with just 
what to teach their students. The whole 
philosophy and program of medical edu- 
cation is being examined in an endeavor 
to reorganize training so that graduates 


TABLE 1! 


FREQUENCY OF LONG TERM ILLNESS 





Disease Frequenc) 
Poliomyelitis l 
Muscular dystrophy 2 
Multiple sclerosis 2-5 
Tuberculosis 4 
Cerebral palsy 6 
Cancer 7 
Mental disease 25 
Arthritis and rheumatism 75 
Heart disease 160 
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TABLE 2 


FIVE LEADING CAUSES OF DEATH 





Per cent of 
deaths from 


Cause Number all causes 
Cardiovascular diseases 794,120 52.3 
Malignant neoplasm (cancer) 229,110 15.1 
Accidents 92,200 6.1 
Pneumonia 52,320 3.4 
Diabetes 25,390 17 





will have a much broader understanding 
of the whole range of medical problems 
and a better understanding of the patient 
as a human being. 

New technics—particularly the use of 
the tracer elements in tagging special sub- 
stances such as food elements, vitamins, 
hormones, chemicals, endocrine  sub- 
stances, and drugs—bid fair to reveal in- 
formation of the highest importance hav- 
ing to do with energy maintenance with- 
in the body. The study of the presence 
or absence of specific antibodies as guard- 
ians against various infections, the pro- 
tection of cell substance against prema- 
ture deterioration, and the maintenance 
of function against unhealthy assault— 
all promise a much better control of long 
term illnesses than is now possible. 


THE VASCULAR DISORDERS 


Although public attention is being fo- 
cused on heart disease, the real, basic 
lesion is a deterioration of the cells of 
the walls of blood vessels. This, in com- 
bination with improper nutrition, is re- 
sponsible for premature breaking down 
of some part of the vascular system. The 
experimental observations of Clive Mc- 
Cay of Cornell and Ancel Keys of Min- 
neapolis are of the utmost importance. 
The relation between total caloric intake 
and amount of protein and fat in the diet 
plays a vital role in vascular deteriora- 
tion. Furthermore, the influence of ex- 
ercise, thus far almost unstudied, may 
be of major importance. 

Mann and his associates demonstrated 
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that exercise requiring high energy ex- 
penditure kept body weight down and 
also had a controlling influence on lipo- 
protein levels in the blood.* Conversely, 
even on a low fat diet, there was an in- 
crease in the serum cholesterol, phos- 
pholipids, and beta-lipoproteins when 
subjects were gaining weight and took 
no exercise. Changes in body weight are 
indicative of changes in body composi- 
tion. The blood stream with a rich lipid 
group in an inactive body may represent 
an ideal combination of factors for depo- 
sition of cholesterol, fatty acids, and 
lipoproteins in the walls of the blood 
vessels. 

Some recent studies we have made 
with McCay‘ on experimental animals 
suggest that deposition of lipid sub- 
stances in blood vessel walls may be di- 
minished by exercise. This promotes 
more complete utilization of food stuffs 
and speeds the blood stream at a rate 
which offers less opportunity for stag- 
nant chemicals to deposit and fix them- 
selves in the intima and subintimal tis- 
sues. Exercise can be a tonic to older 
individuals by maintenance of vascular 
and muscular tone, better utilization of 
food, elimination of fatigue products, 
and promotion of a sense of well being. 
Stagnant blood streams may encourage 
vascular deterioration. Here is an im- 
portant aspect of our search for the con- 
trol of heart disease. This resolves itself 
into a problem of controlling deteriora- 
tion of the coronary vascular system of 
the heart wall—a problem involving he- 
redity, nutrition, exposure, and exhaus- 
tion. 


CANCER 


The second major scourge today is can- 
cer, which kills some 200,000 persons 
each year. A notable reduction might be 
brought about with wider dissemination 
and utilization of existing knowledge 
concerning eradication of early lesions. 
Work in the areas of normal and ab- 
normal cell growth and metabolism is 
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proceeding in our research institute here 
at Lankenau. 

Otto Warburg, Nobel Prize winner in 
1931 for studies on cell metabolism, has 
recently offered evidence of exceeding- 
ly important differences between the 
normal cell and the cancer cell.? The 
secret of the cause of cancer is locked in 
the intricate life-sustaining mechanisms 
that are continuously in operation within 
the body cells. 

Some twenty years ago Warburg 
proved that a cell needs oxygen just as 
an animal requires oxygen for produc- 
tion of energy. He points out that a cell 
can produce energy either by respiration 
or by fermentation. The normal cell ob- 
tains more energy from respiration than 
from fermentation; the cancer cell can 
get about as much energy from fermenta- 
tion as from respiration. This significant 
discovery may mark an important epoch 
in cancer research. 

If a normal cell is injured but not en- 
tirely destroyed, its respiration, or en- 
ergy supply mechanism, suffers. A cell 
may be injured by depriving it of oxy- 
gen. Warburg believes that if the cell 
does not obtain sufficient oxygen it can- 
not grow normally. Cancer inciters im- 
pair respiration by poisoning the cell. 
To carry on, the cell may resort to fer- 
mentation in which case oxygen is not 
necessary. According to Warburg, when 
fermentation completely supplants res- 
piration, this represents a transformation 
from the normal to the cancer cell. If 
this is true, then the problem is that of 
preventing excessive fermentation within 
the cell. Warburg champions this view 
and believes he has identified the cause 
of cancer. It may be that we are on the 
verge of a new insight into the first pri- 
mary deflection from normal growth 
which results in a tumor. 


ARTHRITIS AND RHEUMATISM 


continue as 
that 


rheumatism 
maladies. Granted 


Arthritis and 
uncontrolled 


steroid therapy gives temporary relief 








and gratifying improvement in numerous 
patients with these conditions, the basic, 
underlying deflection of normal bone 
and joint physiology is still unknown. 
However, it seems logical to initiate a 
new approach to control with the use of 
radioactive tracers, as many of the clinics 
are now doing. With a clearer under- 
standing of the basic picture, better man- 
agement may be possible in the future. 


NERVOUS AND MENTAL DISORDERS 


Patients with disturbances of the nervous 
system fill some 56 per cent of hospital 
beds. The increasing interest of the 
great foundations and government in 
supporting research in the behavioral 
sciences is encouraging. The present 
most disturbing stricture is the lack of 
trained personnel to carry on these re- 
searches. Here again, the relation be- 
tween sound nutrition, a vigorous and 
well nourished nervous system, and a 
well oriented mind is yet to be estab- 
lished. 


Adaptation 
Acute illnesses, while they may cause 
temporary inconvenience to an_ indi- 
vidual, do not last long enough to greatly 
alter the person’s normal way of living. 
Long term illness, however, changes the 
mode of living itself.° It may tax to the 
utmost all of the patient’s resources. 
Psychologically, his goals, beliefs, in- 
terests, social contacts, and daily pattern 
of living must be modified while, physi- 
cally, his body is in the throes of contin- 
uing illness. 

Physical residues may remain perma- 
nently and there is always the memory 
of the illness, which can be a traumatic 
experience of first degree. The physician 
must plan a long range restoration pro- 
gram that will help the patient not only 
to neutralize and conquer the physical 
aspect of his experience but to develop 
a philosophy that will protect him against 
traumatic memories. There must be 
adaptation to the condition and utiliza- 
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tion of all the family and community in- 
fluences to aid recovery. To give a broad- 
er approach and to include all possible 
resources, the family, rather than the in- 
dividual patient should be the unit of 
study. 


Adjustments 


When a catastrophe strikes an individual, 
his family is affected and, depending 
upon his livelihood, his social position, 
and his interests, an everwidening group 
of circumstances may per force be al- 
tered. As Ruesch has pointed out, the 
way a man lives may be responsible in 
part for the disease he will contract. His 
personality affects the way he will react 
to a certain catastrophe. Thus it is not 
surprising to see that recovery from a 
disease may be related to personality fac- 
tors. An aggressive person may over- 
expose himself to danger and may disre- 
gard his physician’s admonitions, so that 
convalescence is unduly prolonged. 

The type of disorder and the time re- 
quired to bring it under control may 
completely alter the patient’s future pro- 
gram, change his personality, and have 
far reaching influences on the members 
of his family. A person whose occupation 
requires moving about will be tremen- 
dously influenced by an amputation. A 
person who overindulges in food will 
be exceedingly unhappy when placed 
under restrictions for hypertension. The 
frustrations that are experienced depend 
in large measure on his daily habits, at- 
titudes, and motivation. Whether he can 
adjust satisfactorily to altered modes of 
living depends on his ability to face 
reality. 


Individual Reaction to 
Long Term Illness 


In the final analysis, management of long 
term illness remains an individual chal- 
lenge. The way one person reacts will 
at once bring the illness into proper 
perspective, whereas another person may 
be totally devastated. When a patient is 


450 Geriatrics, October 1956 


so overawed by a heart attack or a stroke 
that he feels helpless and becomes im- 
mobilized, this in itself has a depressing 
effect on curative processes. The feeling 
of danger and defeat may be so over- 
whelming as to paralyze him. Recovery 
is embarrassed and the time needed for 
repair of the body systems is greatly 
extended. In the organism, this is reflect- 
ed as anxiety and tension. 

Jurgen Ruesch emphasizes that the 
psychologic management of the patient 
is the most essential step in planning for 
recovery. Not only do happiness and 
joy of living depend upon freedom from 
fear and anxiety, but the physical con- 
comitants of anxiety have an unfavorable 
influence on physiologic processes. In 
such a situation, the attending physician 
must be father confessor, counselor, and 
friend. He must not only allay the fears 
of the patient but he must reassure other 
members of the family. However, if the 
doctor himself is anxious and impatient, 
he may lose his best opportunity to bring 
calm and peace of mind to the people 
concerned. The release of tension in a 
critical situation is probably the first and 
most important job of the family doctor. 

The incentive to recovery may be the 
determining factor in success or failure. 
Where there is no will to come back, 
the physician has a big job on his hands. 
It becomes a sense of values, of interests, 
of emotional attitudes that will determine 
the outcome. 


Is Old Age a Disease? 


So much has been written about the dis- 
eases of old age and the deteriorations 
that occur with time, that people have 
come to believe the later years of life are 
a period to be feared. This belief must be 
corrected. 

A positive health program, with em- 
phasis on energy maintenance, control of 
exhaustion, and encouragement of spe- 
cific motivation, will have much to do 
with zest for living in the later vears. It 
is now recognized that hardening of the 
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arteries is not a necessary accompani- 
ment of long life; that deterioration of 
the nervous system can often be delayed; 
and that many of the wearisome experi- 
ences of old age can be prevented. There 
is also a keener awareness of the sub- 
merged resources of mature men and 
women. 


Intangibles 
To master a prolonged illness, an indi- 
vidual must mobilize ali of his resources 
and take advantage of the newest infor- 
mation concerning his illness and well 
being. At present, this is often not the 
case. We know that current dietary 
practices still permit a nutritional de- 
ficiency, especially in older individuals. 
Fatigue and lack of an absorbing motive 
invite body deterioration. 

We are living in an amazing era. It 
could well represent the era Benjamin 
Franklin had in mind when, in 1780, he 
wrote to his friend Joseph Priestly: 

The rapid progress true science now makes, 
occasions my regretting sometimes that I was 
born so soon. It is impossible to imagine the 
height to which may be carried, in a thousand 
years, the power of man over matter. We 
may perhaps learn to deprive large masses of 
their gravity, and given them absolute levity, 
for the sake of easy transport. Agriculture 
may diminish its labor and double its prod- 
uce; all diseases may by sure means be pre- 
vented or cured, not excepting even that of 
old age, and our lives lengthened at pleasure 
even beyond the antediluvian standard. 


Some thirty years ago, in a book called, 
The Wisdom of the Body, psychologist 
Walter B. Cannon called attention to the 
amazing resources present in every hu- 
man being. These natural endowments 
include abundant reserves in the heart, 
liver, kidneys, nervous system, and brain. 
The body possesses a wisdom all its own 
which, if nourished and cared for, will 
guarantee a long and abundant life. The 
emotional glow and the happiness of liv- 
ing which the talented Rabbi Liebman 
talked about can be carried well into old 
age, and serve as an effective antidote 








against the weariness and boredom which 
some associate with the higher years. 
There are intangibles, which can never 
be reduced to mathematical formulas, 
which color existence and weight the 
scales on the positive side. 


THERAPY OF SPIRIT 


Health is to be judged more by quality 
of life than by length of days, says 
Luxton. He emphasizes the unity of body 
and mind and finds health as the root of 
the word, which, in its highest sense, 
means “holy.” There are primary dis- 
eases of the body, as well as of the mind 
and spirit. In order to minister to the 
person suffering from a long term illness 
which depletes resources and which 
threatens his very existence, an under- 
standing of the complete individual is 
necessary. Therapy must include replen- 
ishment of all the protective adjuncts 
that are available. 

Modern science recognizes a hate hor- 
mone and the physical effects of fear 
and despair. These emotions bring a 
definite change in the chemistry of the 
body. But, on the positive side, this 
chemistry of despair may be changed to 
that of hope and enthusiasm. The hate 
hormone can be neutralized by the new 
vitamins of faith, kindliness, and a cheer- 
ful heart. Doctors know that people with 
a long term illness often seem to die by 
degrees. But they may also live by de- 
grees and, if something is lost each day, 
something may be also gained that will 
throw the balance in the patient’s favor. 


Impératives for Survival 
With more effective control of the long 
term illnesses, communities should enjoy 
more abundant health, but quantitative 
extension of the life span may well be a 
curse rather than a blessing, unless older 
people can participate in the work of the 
world and continue as sustaining mem- 
bers of society. The adolescents and 
adults of today cannot be 


voung 


Geriatrics, October 1956 451 








expected in twenty-five or thirty years 
to maintain some 30 million nonproduc- 
tive citizens over 60 years of age. Para- 
sitism is a form of social invalidism. For 
their own benefit and the protection of 
society, older people must be kept as 
selfsustaining citizens as long as possible. 

Recently the distinguished historian, 
\rnold J. Toynbee, called attention to a 
new emotional situation being evidenced 
on a world-wide scale. Fabulous benefits 
are being made available for a more vig- 
orous and happier way of life. New and 
potent remedies for many illnesses are 
being added to daily. Hope is high for 
control of vascular deterioration, cancer, 
the arthritides, and mental disorders. To 
obtain the benefits of these new discov- 
eries, there must be leadership in com- 
munity education and scientific research. 





This leadership, which can be provided 
by cooperation of the community agen- 
cies interested in health and medical serv- 
ice, is the best guarantee for mastery of 
long term illness and the creation of a 
higher level of health for all our citizens. 


This paper was presented as the Arthur Parker 
Hitchens Memorial Lecture at Lankenau Hos- 
pital, Philadelphia. 
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ELECTROCARDIOGRAPHIC EXAMINATION of the aged frequently uncovers 
major changes compatible with myocardial infarction which may be 
unsuspected clinically. Myocardial infarction in the aged may present 
itself (1) without pain or any other symptoms referable to myocardial 
infarction; (2) without pain, but with other symptoms referable to 
myocardial infarction; or (3) with pain. Patients in the first and second 
groups present symptoms such as dizziness, weakness, and confusion, 
or there may be heart failure with severe dyspnea. These symptoms 
are attributable to cerebral anoxemia, congestive failure, and visceral 


congestion. 


These atypical cases among the aged may be explained by the char- 
acteristics of this group with respect to coronary artery disease, cere- 
bral arteriosclerosis, reduction in memory function, loss of the meaning 
of pain sensation, and mental attitude toward symptoms of disease. 

Acute myocardial infarction should:be suspected and sought for in 
older patients who show unexplained behavior changes, sudden signs 
of cerebral insufficiency, unexplained abdominal complaint, or sudden 


fall in blood pressure. 


M. RODSTEIN: The characteristics of nonfatal myocardial infarction in the aged. 


Arch. Int. Med. 98: 84-90, 1956. 
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Stimulation therapy for mental disorders 


in aged patients 


ANDERS DYMLING, M.LL., and 
STEN ECKERSTROM, M.D. 


GOTHENBURG, SWEDEN 


® Treatment of various states of agita- 
tion and confusion has assumed a prom- 
inent place in the therapy of somatic 
diseases of old age. Modern geriatric re- 
search has established that the unfavor- 
able effect of the most common barbi- 
turic acid preparations on such states is 
connected, among other things, with re- 
tarded resorption and excretion of these 
drugs.’ Instead of the intended sedative 
effect, the result is often a still more 
pronounced state of confusion or a pro- 
tracted state of apathy. Our hospitals 
have a large number of aged patients 
with more or less protracted states of 
mental confusion, in which the connec- 
tion with a somatic disease is sometimes 
obvious,* but more frequently is diffi- 
cult to trace. For several reasons, quali- 
fied mental care is not indicated for 
many of these patients, and their treat- 
ment at general hospitals is a source of 
much trouble. 

Thus the first reports, in 1953, of 
favorable results with chlorpromazine 
therapy for various degrees of confusion 
and dementia in aged patients were greet- 
ed with great satisfaction, even by non- 
psychiatrists.* 

The hopes set on these drugs were ful- 
filled to a great extent, especially in 
cases in which a sedative effect was de- 
sired for agitated patients who were 








ANDERS DYMLING is assistant physician at Vasa 
Hospital, Gothenburg. stEN ECKERSTROM is chief 
physician at Vasa Hospital and assistant profes- 
sor of geriatrics, University of Gothenburg. 


A new symptomatic therapy, using a 
combination of vanillic acid diethyl- 
amide and nicotinic acid, was tested 
in a series of 45 agitated, confused, 
elderly patients at Vasa Hospital, 
Gothenburg. Good results were re- 
ported in 17 patients, with best re- 
sults in agitated patients with cerebral 
arteriosclerosis and signs of vascular 
lesions. 


highly disturbing to others. In Scandi- 
navia, the results of chlorpromazine ther- 
apy have been reported recently.*$ 
However, more or less serious side effects 
from chlorpromazine have also been 
mentioned in Scandinavia.** The side 
effects have been interpreted as allergic 
reactions from the skin, the liver, and the 
bloodforming organs. The appearance of 
agranulocytosis is perhaps the most seri- 
ous of these side effects.° 

Thus, faverable results of clinical trials 
with new pharmaceuticals for treatment 
of senile states of psychosis and confu- 
sion are to be regarded as highly im- 
portant. 


Clinical Study 


Since the end of the 1940’s, there have 
been trials of treating senile psychosis 
with various agents causing cerebral 
stimulation. Caffeine, ephedrine, pentazol, 
and various vasodilators have been used 
for their analeptic effect on cerebral 
centers, aiming at improved cerebral cir- 
culation. For nearly ten years, we have 
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TABL 


DIAGNOSIS AND RESULTS 


EF 1 





Diagnosis 


Senile dementia 

Arteriosclerotic dementia 

Cerebral arteriosclerosis and sequelae of 
cerebrovascular lesions 

Generalized arteriosclerosis and cerebellar 
degeneration 


Cerebral arteriosclerosis and prostatic hypertrophy 
Coronary arteriosclerosis and prostatic hypertrophy 


Generalized arteriosclerosis, diabetes mellitus, 
and pyelonephritis 

Generalized arteriosclerosis and chronic 
endocarditis ao 

Various conditions including pernicious anemia 
and secondary brain tumor 


Number of patients Therapeutic effect 


F M Total Good Some None 
4 Wine ee Se Ss 
> es ene Jag aie ae. Tee ea 2 
10 RR | epreek Se: SAR ey. | 
1 1 2 2 
5 ee 1 4 2% 
1 1 1 
+ l 5 2 1 2 
1 eo 1 
3 3 2 1 
28 17 45 17 16 12 





used a combination of caffeine, ephedrine, 
and B-complex vitamins; in some cases 
this treatment appeared to have had a 
certain effect. 

Before treatment is begun, the patient 
is subjected to a complete clinical exami- 
nation, with special reference to factors 
causing cerebral anoxia, such as anemia, 
circulatory insufficiency, renal insuffi- 
ciency, and chronic intoxication. After 
applying causal therapy against the basic 
disease, we have inaugurated sympto- 
matic therapy—simultaneously or as con- 
cluding treatment—designed to improve 
cerebral circulation. 

For the past six months we have used 
a preparation called Sevanil, consisting of 
vanillic acid diethylamide and _ nicotinic 
acid. It is used in the form of tablets, 
each containing 3 cg. vanillic acid di- 
ethylamide and 5 cg. nicotinic acid. One 
tablet was given 3 times a day during the 
first week; 2 tablets, 3 times a day during 
the second week; and, in some cases in 
which the effect was not satisfactory, 
dosage was increased by degrees to 3 
tablets, 3 times a day. Tablets to facili- 
tate this higher dosage are called Sevanil 
forte, with 1 tablet corresponding to 3 
tablets of Sevanil. Tablets were given in 
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connection with meals, and were gener- 
ally well tolerated. 

The 45 patients in the study varied be- 
tween 65 and 91 years in age, with the 
majority between 70 and 80. The various 
diseases from which they suffered are 
listed in table 1. 

Indications for treatment were apathy, 
agitation, and confusion. Some patients 
vacillated between agitation and apathy, 
and most of them were confused. Cases 
were classified with reference to the pre- 
dominating symptom or the symptom 
that was most troublesome from the 
viewpoint of those who provided care. 


Results 


Before treatment was begun, the patient 
was observed for some time in order to 
establish that the mental state was not 
occasional or capable of receding spon- 
taneously. In most cases, the patient’s 
mental condition had been unchanged for 
several months. 

In the individual case, treatment was 
extended over several weeks, even after 
a good effect had been obtained from 
the drug. A noticeably favorable effect 
generally appeared after one to two 
weeks, but in some cases not until after 
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TABLE 2 


INDICATIONS AND RESULTS 








Indications 
Apathy Agitation Confusion Effect Total 
F M F M F M 
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two to three months of treatment. Then, 
if no result was observed, treatment was 
discontinued. 

Results of treatment since the spring 
of 1955 are shown in tables 1 and 2. It is 
seen that results were considered good in 
no less than 17 cases out of the total of 
45. Results were particularly good among 
the agitated and disturbing patients, 
whereas the effect was not so noticeable 
among the apathetic patients, who 
showed good results in 4 cases out of 19. 

It appears that the best effect is to be 
expected in states of agitation and con- 
fusion in patients with symptoms of 
cerebral arteriosclerosis and signs of vas- 
cular lesions. Favorable results were also 
observed in patients with senile and ar- 
teriosclerotic dementia—that is, in some 
cases, such symptoms as urinary and 
fecal incontinence disappeared during 
the course of treatment. 

Nordman has used the same drug in 
mental hospital patients and reported 
favorable results in 18 out of 49 patients.'” 
He considers the drug to be a valuable 
addition to the arsenal of geriatric psy- 





chiatry, offering good symptomatic im- 
provement in many difficult patients, 
even though the effect is not as radical 
as that of electroconvulsive therapy. 

It seems clear to us that Sevanil treat- 
ment is well suited also for the less diffi- 
cult old patients with mental changes 
who are treated at somatic hospitals. 


From the Vasa Hospital 1, Gothenburg. 


The Sevanil and Sevanil forte tables used in 
this study are made by AB Pharmacia, Sweden. 
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Response potentials of vascular tissues and 


the genesis of arteriosclerosis —a review 


Part II A. Inflammatory agents 


HERMAN T. BLUMENTHAL, Ph.D., M.D. 


ST. LOUIS, MISSOURI 


® The idea that inflammatory factors 
may cause arteriosclerosis is probably 
the oldest etiologic concept regarding 
this disease. In 1740, in a treatise dealing 
with hardening of the coronary arteries, 
Crell took the stand that the incrusta- 
tions were of a tophaceous nature de- 
rived from pus, and observed that the 
induration was not confined to senility, 
but might occur at any period of life.’ 
Crell’s ideas, as reconstructed by Mor- 
gagni,” were that sluggish juices present 
in the blood tended to obstruct the ar- 
teries’ own intrinsic vessels with resultant 
inflammation and suppuration. Thus he 
was also probably the first to recognize 
the importance of the vasa vasorum. He 
recognized further that the outpoured 
“pus” tended to separate the media from 
the intima, and in time petrification took 
place at this site, with formation of hard 
scales between the coats. Cruveilhier, 
who devoted special attention to thrombi 
at the site of sclerotic lesions, looked 
upon arteriosclerosis as fundamentally an 
inflammatory process." 

Over a century later, Virchow again 
stressed the inflammatory nature of the 
lesion; he recognized a stage of irritation 
with some of the features of inflamma- 


EDITOR’S NOTE: Part | of this review appeared 
in the August issue of Geriatrics. Part Il B will 
follow in November. 
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Part Il of this review presents evi- 
dence supporting the three major 
concepts regarding pathogenesis of 
arteriosclerosis —the inflammatory 
theory, the lipid-metabolic concept, 
and the mechanical or hemodynamic 
theory. It also shows the areas to 
which each concept applies and the 
characteristics and sequence of de- 
velopment of various components of 
the arteriosclerotic plaque. 


tion as well as a succeeding fatty meta- 
morphosis, and introduced the term 
“endarteritis chronica deformans.’’* Rind- 
fleisch clarified Virchow’s view, repre- 
senting the initial lesion as a chronic in- 
flammatory overgrowth of connective 
tissue, which he attributed to mechanical 
irritation of the blood pressure at the 
affected point on the intima.> This view 
has been reintroduced recently by 
Meyer.® 


Infections 


The distinction between a nonspecific in- 
flammatory component of arteriosclero- 
sis and a specific arteritis and aortitis such 
as occurs in syphilis was presented sub- 
sequently by others,’® and was definitely 
established by Schmorl, who demonstrat- 
ed the spirochetes in the aortic lesions.'° 
After such an infectious nature of spe- 
cific chronic obliterating endarteritis was 
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discovered, morbid anatomists for a time 
gave up the view that ordinary arterio- 
sclerosis was a lesion of inflammation ex- 
cept as all reparative and compensatory 
tissue proliferation might so be consid- 
ered. Others later revived serious con- 
sideration of infectious and toxic fac- 
tors.''""* The stimulus of their work led 
to studies of various infectious agents as 
well as bacterial toxins for specific cyto- 
toxic effects on vascular tissues. 

Patients with chronic arteriosclerotic 
cardiac disease at times appear to respond 
quickly to removal of certain foci of in- 
fection, such as gallbladder and paranasal 
sinuses. An investigation was made of 
the possibility that such foci might con- 
stitute a source of infectious material for 
production of inflammatory lesions in 
distant arteries. In human material, scle- 
rotic changes were observed in deep-lying 
vessels of infected paranasal sinuses in 
which diplococci were demonstrated. 
Anatomic pathways via the lymphatic 
system to the systemic circulation have 
been demonstrated, and organisms have 
been traced along this pathway to the 
spleen and liver.1®> Diplococci have also 
been demonstrated in coronary arteries 
and in thrombi in these vessels, but the 
possibility of postmortem _ bacterial 
growth has not been conclusively exclud- 
ed. Experimental sclerotic lesions were 
produced in rabbits by repeated intrave- 
nous inoculation of streptococci from a 
coronary thrombus in a human case,'* and 
it was shown that trypan blue or organ- 
isms introduced into the paralaryngeal 
lymph nodes in rats can be demonstrated 
in phagocytic cells within the wall of the 
aorta and coronary arteries. 


Allergic States 


A second group of inflammatory vascu- 
lar lesions are those attributed to allergic 
states in which connective tissue struc- 
tures are involved. First included in this 
group were rheumatic fever, rheumatoid 
arthritis, periarteritis nodosa and derma- 


tomyositis;'® later scleroderma was add- 
ed,'® as well as lupus erythematosus and 
possibly malignant nephrosclerosis.?°*" 
More recently thrombotic thrombocyto- 
penic purpura has been suggested.”? 

Specifically, this group of diseases is 
associated with changes in a collagenous 
structure, usually termed fibrinoid de- 
generation. Fibrinoid materials in these 
diseases have similar tinctorial properties, 
indicating that an alteration in ground 
substance is involved; this further sug- 
gests that the chemical composition of 
fibrinoid in each of these diseases may be 
similar or identical.?* On the other hand, 
fibrinoid degenerative has been defined 
as a “descriptive morphologic term indi- 
cating certain well-defined optical and 
tinctorial alterations in the collagenous 
fibers and ground substance,” and fibrin- 
oid degeneration and collagen sclerosis 
have been considered to be the “mor- 
phologic expression of different phases of 
a disturbed colloidal collagen system.’’** 

Clinically, these diseases can usually 
be separated, but the wide variation in 
symptoms occasionally creates difficulty 
in identification of any one specific en- 
tity. They also overlap pathologically 
and occasionally give rise to alterations 
which suggest an entirely different di- 
agnosis. The generalized Schwartzman 
phenomenon is characterized pathologi- 
cally by widespread fibrinoid lesions af- 
fecting the cardiovascular system. This 
and other observations form the basis for 
the theory of an allergic etiology.***? In 
many instances, organisms and their tox- 
ins may play a role in the development 
of such allergic states.?® 

These various studies suggest that the 
fibrinoid which accumulates in various 
organs and tissues is probably derived 
from the circulating blood and_ that 
fibrinogen may be involved in its forma- 
tion. Such fibrinogen and fibrin may also 
be involved in the formation of collagen, 
as pointed out in part I of this review; 
and some aberration in the processes of 
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development of the latter substance may 
lead to the formation of fibrinoid. 


Toxic Factors 


Nevertheless, allergic states may not be 
responsible for all instances of fibrinoid 
degeneration and associated inflamma- 
tion. The fibrinoid degenération of renal 
arterioles was reproduced in dogs made 
uremic and severely hypertensive by bi- 
lateral constriction of the main renal ar- 
teries.*° Furthermore, it was observed 
that “increased intravascular pressure 
produced experimentally in animals leads 
to acute arterial changes that are not only 
similar to those occurring in hyperten- 
sion in man, but also are often indistin- 
guishable from those that follow chem- 
icals, bacteria, or the hypersensitive 
cae.”** 

Masson states that “substances present 
in the body and part of its normal mech- 
anism of homeostasis can, in appropriate 
combination, elicit hypertension and vas- 
cular damage.”** Since salt somehow en- 
ters into this process, probably through 
a sensitizing effect, it may be this factor 
rather than extensive secretion of steroid 
hormones which plays such an important 
role, although the two are closely inter- 
related. Although hypertension is an im- 
portant factor, it acts on vessels sensitized 
to damage either by salt excess or elec- 
trolyte shift and that this may account 
for the lack of a definite quantitative 
correlation and vascular damage. In 
studies on the rat, such experimentally 
produced vascular lesions did not ap- 
pear well correlated with the severity 
either of hypertension or uremia, al- 
though hypertension as an augmenting 
factor cannot be ruled out.*® Changes in 
serum levels of sodium, potassium, chlo- 
ride and water were observed in the same 
experiments; it is believed that dysfunc- 
tion of the kidney and altered electrolyte 
metabolism may play a role. 

The extensive investigations of Hol- 
man are also interesting in this regard.*° 
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Arterial lesions closely resembling those 
of rheumatic fever and periarteritis no- 
dosa in man were produced with regu- 
larity in dogs by feeding a high-fat diet 
for eight weeks or longer, and then in- 
ducing renal insufficiency.*® The dietary 
toxicomponent appears to be an unsat- 
urated fatty acid; surprisingly, the super- 
imposition of an artificially produced 
hypercholesterolemia prevents develop- 
ment of typical lesions. There is no evi- 
dence to support a hypersensitivity re- 
action, since omission of the dietary 
toxicomponent eliminates the response of 
the arterial system to standard renal in- 
sufficiency. Although hypertension may 
aggravate the lesions, they develop in its 
absence. Neither experimental nor spon- 
taneous infections have precipitated the 
lesions in properly fed dogs. He notes 
a striking resemblance of some of the 
healing and healed lesions to the so-called 
spontaneous arteriosclerosis of dogs. 


Unknown Inflammatory Agents 


In addition to infectious agents, toxic 
factors, and allergic states, there remains 
a group of inflammatory vascular lesions 
of essentially unknown etiology. Included 
in this category are stenosing arterial 
lesions, for the most part of the coronary 
arteries,*!~** cerebral arteritis with aneu- 
rysm formation,** and such lesions as 
giant-cell arteritis, temporal arteritis, and 
Buerger’s disease.** 

The association of stenosing arteritis 
with rheumatic fever has been empha- 
sized, although this appears to account 
for only a relatively small proportion of 
the cases.** The possible role of hormones 
in causing cerebral arteritis, in a sense 
corresponding to the views of Masson,** 
has been pointed out. Except for the role 
of tobacco, which is probably an aggra- 
vating agent, the cause of Buerger’s dis- 
ease remains a mystery. 

We have not discussed the possible 
role of viruses. Although the reaction of 
lymphocytic cuffing of small vessels in 





m 
ni 
in 
ql 











many virus diseases is generally recog- 
nized, the possibility of more extensive 
involvement of vascular structure re- 
quires exploration. 


Pathology in Group I Arteries 
Of the specific infectious diseases which 
may involve the major elastic arteries, 
syphilis and rheumatic fever are prob- 
ably the two most common. The regional 
distribution of lesions in the aorta is 
recognized in lues,**** but is not so well 
understood in rheumatic fever, despite 
several excellent studies.***! In both dis- 
eases, the aortic lesions are characteristi- 
cally above the diaphragm and show 
medial scarring with destruction of elas- 
tic elements. In both diseases, there is 
perivascular lymphocytic cuffing of the 
vasa vasorum. In syphilis, the loss of elas- 
tic elements may lead to decalcification 
of the media,*? but no such findings have 
been reported in rheumatic fever. Al- 
though the possibility of aneurysm for- 
mation is recognized in syphilis, it is gen- 
erally overlooked, but may occur in 
rheumatic fever. Such aneurysm forma- 
tion of the ascending aorta has been ob- 
served associated with rheumatic aor- 
titis."’ 

Dafoe reported 11 cases of abdominal 
aortic aneurysm caused by tuberculosis, 
with rupture of two,** and Schmorl ob- 
served 5 cases in a series of 123 autopsies 
in which tubercle bacilli were found in 
atheromatous plaques.'” However, the 
latter may represent superimposed _in- 
fection on a pre-existing atheromatous 
ulcer. Bacilli in a calcified aortic plaque 
were demonstrated in a case of endo- 
carditis caused by Bacillus pyocyaneus.*! 
It is difficult to imagine so rapid a de- 
velopment of an advanced lesion in an 
acute or subacute infectious disease; it is 
more likely that this, too, represents a 
spread of organisms into an already fully 
developed plaque. 

In a review of 19 patients with acute 
and chronic arteritis involving the pul- 
monary arteries and patent ductus ar- 


teriosus, 11 had a history of antecedent or 
current specific bacterial disease. In three 
patients, ranging in age between 22 and 
34, an atheromatous plaque of the aorta 
was demonstrated opposite the mouth of 
the inflamed ductus. An acute or subacute 
thromboarteritis has been described — 
probably of infectious origin.**** It was 
suggested that this might be one cause 
of idiopathic pulmonary arteriosclerosis. 
Ayerza, in his original description of the 
disease which bears his name, believed it 
was caused by syphilis on the basis of a 
positive Wassermann test,°° and Warthin, 
influenced by this report, described a 
proved case of syphilis of the pulmonary 
artery with aneurysm formation.*’ Such 
an etiology of idiopathic pulmonary hy- 
pertension has since been abandoned. 
However, arteriosclerosis of significant 
degree in the major pulmonary arteries 
is most likely secondary to pulmonary 
hypertension, and, in some instances, the 
latter may be caused by an increased 
peripheral resistance resulting from 
changes in small arteries of the pulmo- 
nary circuit caused by primary pulmo- 
nary inflammatory disease. 

As far as toxic and allergic factors are 
concerned, involvement of large elastic 
arteries is not usually described; most 
of these studies have been on Group II 
and Group III vessels. Nevertheless, a 
granulomatous arteritis with giant-cell 
formation which may fit into this etio- 
logic group was observed.®? This in- 
volves not only smaller vessels but oc- 
casionally also the aorta, carotid, and iliac 
arteries. This lesion is characterized by 
necrosis of the media with fragmentation 
of the internal elastic lamella, and great 
intimal proliferation with giant-cell for- 
mation on the medial side of the internal 
elastic lamella. Possibly changes in large 
elastic arteries in this etiologic group are 
obscured by the large quantities of elas- 
tic tissue. 

From the standpoint of the end-stage 
lesion, the arteriosclerotic focus may not 
result from the immediate local infec- 
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tious, toxic, or allergic process, but rather 
as. an indirect affection of the vascular 
wall through a series of long-continued 
metabolic or mechanical disturbances. 
Aschoff considers the thickening of the 
intima in syphilis to be a compensatory 
process to destruction of the media. 


Pathology in Group II Arteries 
In any acute infectious process involving 
an organ, the inflammatory exudate may 
extend into the walls of arteries supplying 
that organ.** In the healing phase of such 
a process, a sclerotic lesion may develop. 
In the end-stage, this generally results in 
replacement of muscular and elastic struc- 
tures by hyalinized fibrous tissue, al- 
though there may be reactive responses 
of intimal connective tissue, elastic fiber, 
and muscle of types described in part I 
of this review. 

In addition to direct extension of an 
infectious process, vascular embolization 
from an endocarditis may appear, or 
there may be lymphatic spread of infec- 
tious material to vessels supplying other 
organs. Such emboli usually involve sec- 
ond and third order branches of the 
cerebral and pulmonary circuits, the 
splenic circulation, and occasionally the 
coronary arteries. Lesions of this type 
are generally seen in an acute stage, but 
they may also undergo organization and 
form hyaline masses which, in the end- 
stage, produce segmental sclerotic lesions. 
In spontaneous or experimentally pro- 
duced phlebitis, there is evidence to sup- 
port an extension of the inflammatory 
process to the adventitia of adjacent ar- 
teries, with subsequent involvement of the 
total wall via the vasa vasorum.****> This 
process may then lead to the eventual 
development of a segmental sclerotic 
lesion. In older experiments, in which a 
variety of organisms and bacterial toxins 
were injected intravenously into rabbits, 
hyaline or mucoid fibrous intimal nodules 
developed.'''* The failure to develop 
more extensive lesions in the rabbit was 
attributed to a poorer adventitial vascular 
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bed and vasa vasorum than is found in 
human arteries. 

Chronic granulomatous diseases may 
also involve Group II arteries. Syphilitic 
arteritis involves the cerebral arteries 
most frequently and occasionally the 
coronary vessels and those of the ex- 
tremities. This takes the form of a gum- 
matous lesion or of an obliterating endar- 
teritis, both of which may be distin- 
guished, at least in an intermediate stage, 
from the more common form of arterio- 
sclerosis. The lesions of rheumatic fever 
involving Group II arteries are well de- 
scribed by Pappenheimer and _ von 
Glahn;** more recently this disease has 
been discussed as a cause of coronary 
arteriosclerosis in young people by Saphir 
and Gore.** 

Toxic and allergic factors have been 
investigated as a possible cause of coro- 
nary sclerosis and thrombosis. Fatal coro- 
nary cases have been reported following 
respiratory infections, antisyphilitic ther- 
apy, injections of serum, tetanus anti- 
toxin, typhoid vaccine, and drug hyper- 
sensitivity. Such fatal accidents may be 
caused by an acute swelling of the ar- 
terial intima (acute urticaria).*’ It is con- 
ceivable that nonfatal cases of this type 
might progress to stenosing sclerotic le- 
sions of coronary arteries. In a study of 
spontaneous coronary sclerosis in the 
chick, inflammatory medial lesions which 
appear to initiate an intimal response 
were observed, leading to the conclusion 
that infectious disease of an acquired type 
does not seem to be responsible for the 
inflammatory reaction.®* Congenital in- 
fections, similar to that in fowl leukosis 
or hypersensitivity to dietary agents, may 
be the responsible factors. 

Pulmonary arteritis has been reported 
associated with pulmonary hypertension 
due to mitral stenosis,®*“*! in pulmonary 
hypertension due to congenital heart 
disease,"’-** and in pulmonary hyperten- 
sion of unknown etiology.®*-** Cases of 
polyarteritis nodosa involving both sys- 
temic and pulmonary arteries have been 
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reported.°*-7! The presence or absence of 
pulmonary artery involvement has been 
thought to be a point of differentiation 
between hyperergic arteritis and arteritis 
due to hypertension.”* If such a distinc- 
tion is valid, pulmonary localization may 
be used as a criterion for excluding hy- 
persensitivity cases. 

Cerebral arteritis with lesions resem- 
bling those of polyarteritis nodosa has 
been found in cases of pneumococcal 
meningitis surviving seven to nine 
weeks.** It is suggested that sensitization 
by repeated reinfections of the cere- 
brospinal pathway from an unresolved 
focus may play a part in causing this 
type of arteritis. 

There remains, among the inflamma- 
tory lesions of Group II arteries, a group 
of unknown etiology. Von Albertini*! 
and Bredt** have marshalled evidence for 
the identity of a stenosing lesion of the 
coronary arteries with thromboangiitis 
obliterans. The fact that this disease may 
involve arteries supplying viscera as well 
as those supplying the lower extremities 
is often overlooked, and it is not clear 
whether Buerger’s disease can involve 
coronary arteries without also involving 
the vessels of the lower extremities. Since 
Buerger’s disease is considered a panar- 
teritis and phlebitis of medium and small 
arteries, the observations***> regarding 
extension of an inflammatory process 
from veins apply here also. Buerger 
believed that this disease was caused by 
some infectious agent, although none has 
yet been demonstrated. Whatever the 
inflammatory agent may be, it apparently 
gains entrance into the artery wall in a 
manner comparable to some known in- 
fectious agents. 

Although von Albertini** and Bredt** 
have emphasized Buerger’s disease and 
Saphir and Gore** rheumatic fever as 
causal factors, most cases appear to have 
an unknown etiology and manifest cer- 
tain pathologic features resembling the 
group of necrotizing angioses. The cases 
reported by these authors as well as those 








































by Zak involving coronary arteries** 
have many characteristics in common 
with those observed in cerebral vessels.** 
In both locations, the lesions had in com- 
mon a stage of necrosis with acute in- 
flammatory reaction followed by irreg- 
ular fibrous replacement of the media 
and segmental adventitial hyalinization. 
The. cerebral artery lesions, however, 
showed no fibrinoid deposits, and no in- 
stances of thrombosis were encountered. 
On the contrary, the latter may progress 
to aneurysmal dilatation rather than to 
stenosis; this outcome has been attributed 
to certain inherent structural differences, 
particularly the absence of an external 
elastic lamella, which in the coronary 
and other arteries affords protection 
against overdistention. These lesions ap- 
pear to develop predominantly in young- 
er age groups; in the series reported by 
Saphir and Gore, the age range was 18 
to 29. Three cases of stenosing coronary 
arteritis with rupture of the intima and 
thrombosis following psychic or physical 
strain have been reported.*® 


Pathology in Group III Arteries 


What has been said regarding direct 
spread of infectious material from paren- 
chymatous tissues to arteries applies to 
Group III as well as to Group II vessels. 
The addition of infectious processes may 
have indirect effects on arterial structures 
even when the infectious process does 
not directly involve the arterial wall. 
One of the best examples of this is the 
intimal reaction in the arteries of the 
subarachnoid space in tuberculous men- 
ingitis.. In such arteries surrounded by 
the tuberculous reaction, the medial coat 
may remain intact but the endothelial 
layer of the intima may be greatly in- 
creased in thickness and the endothelium 
lifted by fluid and inflammatory cells. 
This is followed by proliferation of cells 
resembling primitive fibroblasts and even- 
tually a dense concentric fibrous thicken- 
ing of the intima results.”° 

Nor can any sharp distinction be made 
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between Group III and Group II arteries 
regarding allergic and toxic factors. Pos- 
sibly hypersensitivity angiitis can be dis- 
tinguished from other vascular lesions 
such as periarteritis nodosa on the basis 
of its widespread lesions involving small 
intrinsic venules, arterioles, and small 
visceral arteries. Unlike  polvarteritis, 
large muscular arteries are rarely includ- 
ed and the lesions of hypersensitivity 
states show no predilection for sites of 
bifurcation. The fully developed lesions 
consist of fibrinoid necrosis with pleo- 
morphic cellular exudation within and 
around the wall; all lesions are of about 
the same age. By contrast, in periarteritis 
nodosa, there are lesions in all stages of 
development, beginning with degenera- 
tion of adventitial collagen at bifurca- 
tions of muscular arteries, followed by 
proliferation of fibroblasts and inflam- 
matory exudation. Subsequently, throm- 
bosis and aneurysmal dilatation lead to 
healing by granulation tissue. In the end- 
stage, the vessels of polyarteritis consist 
of a mass of vascularized fibrous tissue. 
Although Bergstrand does not make such 
a sharp distinction between polvarteritis 
and the vascular lesions of anaphylactic 
states, his description of the latter corre- 
sponds to a hypersensitivity angiitis as far 
as distribution and microscopic character- 
istics are concerned.” 


Pathology in Group IV Vessels 


For the most part, inflammatory proc- 
esses in arterioles and capillaries repre- 
sent a continuation of processes from 
Group III vessels. Arteriolar and capil- 
lary sclerosis have been most intensively 
studied in the renal glomerulus and, to 
a lesser extent, in the retina and islets of 
Langerhans. Inflammatory processes in 
the glomerulus begin with an increase in 
nuclei from endothelial proliferation, ac- 
companied by collections of leucocytes 
in and around capillaries. The endothelial 
cells swell and may occlude their lumina. 
The basement membrane of capillaries in- 
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creases in volume and assumes a fibrous 
character resembling collagen. The latter 
process may proceed to replacement of 
capillary structures and eventually be- 
come hyalinized. 

Arteriolar and capillary changes of the 
glomerulus and retina in diabetes have 
received particular attention in recent 
years. The basic processes of sclerosis are 
probably similar, but there appears to be 
an intensification. There are also certain 
differences in distribution of hyaline, 
particularly in the glomerulus. From this 
standpoint of etiology, steroid hormones 
of the adrenal cortex may be the re- 
sponsible agents.** To this extent, they 
would fall into the same category of 
vascular phenomena having an inflam- 
matory component.?7:?5 

These changes probably represent the 
fundamental reaction of capillaries and 
arterioles to inflammatory agents in any 
anatomic location. Their concentration 
in a prominent structure, such as the 
glomerulus or the retina, and the spec- 
tacular clinical phenomena associated 
with diseases of these structures may tend 
to obscure changes of a similar character 
in other sites of inflammatory reaction 
with less prominent capillary structures. 


Discussion 


MacCallum was unable to obtain evi- 
dence from statistical data derived from 
autopsy material to support the concept 
that infections, whether acute or chronic, 
are important in the pathogenesis of ar- 
teriosclerosis.*® However, such a conclu- 
sion was influenced by his limited defi- 
nition of this disease. The latter was 
applied only to the typical disseminated 
distribution seen in elderly individuals. 
However, it is evident that inflammatory 
processes may produce either local or 
disseminated sclerotic lesions, but that 
the pattern of dissemination is not that 
observed in the common form of arterio- 
sclerosis. Lesions may be located in crit- 
ical organs, such as the heart or brain, 




















where they may cause catastrophes sim- 
ilar to those complicating arteriosclerosis. 
Such cases undoubtedly contribute to 
statistics of death attributed to arterio- 
sclerosis. 

Inflammatory factors may be dissemi- 
nated via the arterial stream and may also 
reach arteries by direct extension from 
an adjacent focus via the lymphatic 
stream to the systemic circulation, or 
from veins via the vasa vasorum. Further- 
more, in sensitized arteries, sudden ele- 
vations in blood pressure may initiate an 
inflammatory process. 

Thrombi may develop early or late. 
Over a century ago, Rokitansky present- 
ed a concept regarding development of 
atheromatous plaques, based on the dep- 
osition and subsequent organization of 
small nonocclusive thrombi covering the 
endothelial lining;*’ this thesis has been 
revived recently and extended by Du- 
guid, who believes that organization of 
such masses of fibrin leads to develop- 
ment of atheromatous plaques.*! Al- 
though an inflammatory basis for such 
a process has not been stressed, it de- 
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serves consideration, for Zak and co- 


workers observed a_ fibrinoid layer 
between arterial wall and occluding 
thrombus in stenosing coronary arter- 


itis.** 

In general, the sclerotic lesion is be- 
lieved to represent reparative thickening 
following toxic, allergic, or infectious 
injury. However, inflammatory processes 
may occur in arteries without being 
caused by these agents. 

Late thrombosis may be a complica- 
tion of progressive narrowing which de- 
velops in the course of healing of an 
inflammatory lesion. Fibrous prolifera- 
tion of the intima, with narrowing of 
the lumen, may be the direct result of 
organization of inflammatory exudate, or 
it may be caused by localized weakening 
of the media and stretching of the aorta. 
It is generally agreed that such stretching 
can stimulate diffuse intimal prolifera- 
tion. Many years ago, Thoma carried 
this observation to its extreme, believing 
that dilatation of an artery is essential to 
the production of fibrous proliferation 
in the intima.*? 
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SOCIOMEDICAL PROGRESS 


When older physicians need help 


ARTHUR BOOKMAN, M.D. 


NEW YORK, NEW YORK 


® The purpose of the Physicians’ Home, 
organized in 1919 under the membership 
law of the state of New York, is to give 
financial and other assistance to aged and 
indigent physicians, their wives, widows, 
and needy minor children. During its 
early years, the corporation maintained 
a physical home for its guests. After some 
experience it was found that, in most 
cases, elderly physicians and their de- 
pendents did not desire to live segregated 
and somewhat regimented lives in such 
a home, but were much happier when 
maintained in familiar surroundings or 
with other relatives. For many years, 
therefore, the granting of beneficial aid 
has been in the form of direct financial 
assistance to the beneficiary. 

The aid is granted under certain gen- 
eral policies, including the following: 

1. The beneficiary is a citizen of the United 
States, has resided continuously in New York 
state for ten consecutive years, has had continu- 
ous membership in a county medical society of 
New York state for ten consecutive years, or is 
the wife, widow, or dependent child of such a 
physician. 

2. Aid is extended to enable maintenance in a 
moderate and reasonable style of living, but not 


ARTHUR BOOKMAN is consulting physician at 
Montefiore and Beth Israel hospitals, New York. 





Since 1919, the Physicians Home has 
helped to maintain aged and indigent 
physicians and their dependents. Phy- 
sician applicants averaged 80 years in 
age; their widows, more than 70. De- 
tails are given as to financial status, 
amount of aid, and age of retirement. 
Insurance providing benefits starting 
at 70 would have met the needs of 
most of our beneficiaries. 


to the extent of maintaining beneficiaries in 
their former or customary style of living, nor 
to enable the beneficiaries to continue to prac- 
tice or enter new enterprises. 

3. Except in exceptional circumstances, aid is 
not extended in cases requiring institutional 
treatment or custodial care, nor in cases of men- 
tal disease. 

4. Aid is not given to individuals if the result 
would be a lessening of the responsibility to 
those individuals of other welfare agencies.1 

As the Physicians’ Home is the chief 
agent for beneficiary work for aged phy- 
sicians of New York state, it was thought 
that a summary of its work would be of 
gerontologic interest. 


The Beneficiaries 


Records of the 67 beneficiaries of the 
Physicians’ Home were reviewed for the 
period from its organization in 1919 
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through May 1954. These included the 
records of 36 who had died before the 
latter date, and of 31 who were alive at 
that time. The records of this second 
group are much more complete than those 
of the earlier group. For instance, family 
and dependency data are adequate only 
for the group of those still living. 

All applicants for beneficial aid resided 
in New York state except for one who 
had moved to Maine. The others lived 
in 25 of the 62 counties of the state, with 
37 in greater New York. All but 14 were 
native Americans. 


Age Distribution 
The average age on application by 49 
men physicians was 80, with extremes of 
63 and 90 years. Only 5 were under 70. 
The average age of 3 women physicians 
was also 80 and of the 15 widows of 
doctors, 71, with extremes of 55 and 91 
years. 

According to Dickinson’s recent table 
on age distribution of physicians by 
states,” 1.4 per cent of physicians in New 
York state are 80 years and over, or 
about 420 in a total of 30,000 physicians 
listed in the state in 1950. In 1954, among 
our 31 residents, there were 20 physicians 
in addition to 11 widows of doctors. 
The average age at which the physicians 
had applied for aid was almost 80 years. 
Thus, less than one-tenth of one per cent 
of the physicians of the state needed such 
aid, even granting that some could not 
qualify under our rules and that a few 
may not have known of the service we 
provide. 

The age of retirement from practice, 
as given by 19 men, averaged a little 
less than 73 years, with extremes of 61 to 
88. Seven were still in practice at 63 to 
77. Three women retired at an average 
age of 78—the youngest at 75 and the 
oldest at 84. These figures agree closely 
with those in a recent study by Shanes 
and Havighurst of a group of Chicago 
physicians whose average age at retire- 
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ment was 72. The authors found that 
physicians continue to work long after 
the arbitrary retirement age of 65 and 
that, in common with other professional 
groups, “continued work is not neces- 
sarily related to either economic neces- 
sity or a desire to fill empty time.””® 


Financial Status 


No applicant stated at what age his in- 
come became inadequate. Usually there 
was loss of earnings because of illness 
of the applicant, coupled with exhaustion 
of savings. 

Thirty-two of the 54 physicians still 
had some remaining financial assets, with 
cash and bank deposits ranging from $300 
to $1,000. Nine had or had had life in- 
surance, with $2,700 the highest value in 
any instance. Ten owned their homes, 
usually heavily mortgaged, and two had 
other real estate of small value. Twelve 
doctors had small incomes or pensions 
ranging from $132 to $750 a year. 

Only 17 applicants gave statements of 
their expense budgets, which ranged from 
$72 to $262 per month, except two 
which called for $400 and $417 each. 
In 1952, retired ministers and their wives 
estimated the minimum amount on which 
persons over 65 and in reasonably good 
health should be asked to live as $1514 
for men, $1393 for women, and $2168 
for a couple.t The expense budgets of 
our applicants do not differ too much 
from these figures. The maximum amount 
of aid extended by the Physicians’ Home 
has been $200 per month. 

Fifty-three applicants told how their 
need of financial help had been met, in 
whole or in part, before they applied 
to us. Twenty-eight had been helped by 
relatives or friends; 10 by pensions, 
workmen’s compensation, or public wel- 
fare payments; 7 by personal income, 
savings, and loans; and 2 by small earn- 
ings from practice. Clearly, they had 
come to the end of their resources when 
application was made to the Home. Our 
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records do not tell whether failure to 
provide adequately for old age was 
caused by lack of foresight or to an in- 
come level too low during the earning 
years to leave a sufficient margin of 
savings. 


Professional Background 


Aside from their private practice, many 
of our applicants had been prominent 
figures in the medical profession. Of the 
31 who were living at the time of this 
review, + had had teaching positions, 4 
had been officers of their county so- 
cieties, 8 had filled hospital staff posi- 
tions, one had been administrator of 
large hospital, and another had held 
government position. As far as could be 
ascertained, 80 per cent had been wholly 
or mainly in private practice. 

At present, the Home has 30 guests, 
including one woman physician of 89, 
10 men physicians, of whom 6 are in 
their 80’s and 4 in their 70’s; and 19 
widows, of whom 8 are in their 80’s, 6 
in their 70’s, 1 in the 50’s and 1 in the 
40’s. These beneficiaries receive monthly 
payments ranging from $50 to $200, with 
an average of $113 a month. 





Comment 


It is clear that a guaranteed life income 
of $200 a month, payable after 70, would 
have provided for the needs of most of 
our applicants, without help from the 
Home or from other sources. This sug- 
gests that it would be worthwhile to con- 
sider a deferred annuity insurance plan 
for the membership of the state societies, 
premiums to begin at 35 or thereabouts, 
with no benefits payable before 70. Any 
of the major New York companies would 
be glad’ to consider such a plan on a 
group basis.» Any income that might 
accrue in the future through any govern- 
ment social security or pension plan 
would reduce the amount that would 
need to be provided by voluntary in- 
surance and thus reduce the cost of the 
latter. The need for such provision is 
more likely to grow than to diminish. 
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PRIMARY ANAL LEUKOPLAKIA, a rather uncommon lesion, is precancerous 
and most frequent in elderly people of either sex. Involvement may be 
suspected from single or multiple, slightly raised, irregular, marginated, 
grayish-white, keratinized patches in the anal canal. Histologic exami- 
nation should be done for diagnosis and proper treatment, which varies 
with stage of disease. Similar, less harmful conditions must be differ- 
entiated, such as kraurosis, lichen sclerosis and atrophicus, scleroderma, 
lichen planus, and lichenified neurodermatitis. 

The early or precancerous phase, with small patches of leukoplakia, 
will respond to local excision or electrosurgery. If lesions recur, wider 
removal may be effective. A more complete anoplastic procedure is 
done for large patches, verrucous, indurated, and ulcerated lesions, 
or anaplastic changes. Invasive squamous cell cancer requires radical 
resection of the rectum and inguinal nodes. Leukoplakia does not re- 


spond to irradiation. 


L. GRopsKY: Leukoplakia of the anus. California Med. 84: 420-423, 1956. 
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Editorial 





The ultimate adventure 


JAMES P. WARBASSE, M.D. 


WOODS HOLE, MASSACHUSETTS 


y ines AGED need to know how to die—to 
approach the great adventure with 
poise, if not with satisfaction. There is 
generally free discussion of old age and 
how to help the aged to live, but the dis- 
cusion is brought to a certain point, and 
there it stops. The senescent are instruct- 
ed how to get the most out of life, but 
that last period is left untouched as 
though it did not exist. 

The aged person, knowing he is ap- 
proaching death, should not have to 
ignore or turn away from the event as 
though it were shameful or a subject for 
taboo. He should be free of discomforts 
—that is his doctor’s duty. Then, there yet 
remains for him something to be found 
in this greatest of adventures into eter- 
nity. First, there is the satisfaction of 
equanimity. I have seen a dying man who 
was the only person in the family pos- 
sessed of sweetness and calm, impressing 
me as a beautiful sight. 

But there is still more to be won from 
this last experience with life. A doctor 


JAMES PETER WARBASSE served as attending 
physician at Methodist Hospital and as chief 
surgeon at German Hospital, Brooklyn, New 
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friend of mine, after sustaining an opera- 
tion and recognizing the fatal turn it had 
taken, said cheerfully to the surgeon, 
“Well, Tommy, it looks as though we 
are going to put one over on you!” The 
spirit of waggery need not perish too 
soon. Socrates was prompted by his sense 
of humor to say, “We owe a cock to 
Esculapius! Be sure it is paid!” 

I shall not address myself here to that 
most horrible product of fantasy, the fear 
of death. The person who has not feared 
life need not fear death. The intelligent 
do not fear sleep, but welcome it as a 
necessary oblivion at the end of the day. 
The wise do not lose the desire to sleep, 
nor the desire to die when the time 
comes. To be unable to want to die is as 
bad a predicament as to be unable to 
want to go to sleep. There are certain 
inevitable things: sleep cannot be denied, 
nor death gainsaid. 

Nor need we give attention to the hor- 
rors of death as depicted by medieval 
artists or to the excruciating fate of fire 
for nonbelievers as portrayed in certain 
religious sects. Strangely, I have rarely 
seen a person who believed in reward and 
punishment after death, who, when dy- 
ing, was sure enough of his belief to find 
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comfort in the hope of a blissful here- 
after. I have often wished he had a strong- 
er faith. I have been present at the death 
of persons of great intelligence, whose 
lives were free of reproach, who believed 
in no afterlife as visualized by the reli- 
gious, and who were conscious of ap- 
proaching death; and in these people I 
have seen no fear, but apparent calmness 
and resignation. This is natural and to be 
expected. A person who, by intellectual 
processes, has arrived deliberately at a 
definite conviction, does not easily 
change his mind. No theory can be drawn 
from my observations, for undoubtedly 
people of deep religious faith do die in 
peace and assurance of a blessed future. 
It is also true that, in the mental confu- 
sion that prevails, at the approach of 
death, many disbelievers hark back to 
their youth and call for the symbols once 
impressed upon the youthful mind. This 
is commonly the result of bedside urging. 

The ancient teaching was that death is 
a punishment, rather than the result of 
natural physical law. This unnatural con- 
ception of a natural process is made more 
unpleasant for the dying by the teaching 
that more terrible suffering still awaits 
the great mass of the human race after 
death. The waning consciousness is dis- 
turbed by lugubrious mechanical and 
psychologic devices which engender awe 
and fear. 

These things I must leave undiscussed, 
for my chief wish is to indicate the pos- 
sibilities of equipoise and a philosophic 
attitude toward an inevitable benefaction, 
for this small world cannot yet accom- 
modate animal life that does not die. I 
wish to stress that it is possible to meet 
death cheerfully, as one goes out to meet 
an approaching friend. 

Oliver Goldsmith wrote of his friend 
Lord Bolingsbroke, “He was constant 
with himself to the last.” William King- 
don Clifford, the mathematician, eager 
for the good of mankind, followed the 


events of the day and asked for the public 
news a few hours before his death. 

Clootz, the beloved French Revolution- 
ist, said as he neared the end, “Let me lie 
under the green grass so that I may be 
born again. Nature is a good mother who 
loves to see her children appear and re- 
appear in different forms. Now let me 
sleep!” D’ Albert, founder of the French 
Encyclopaedia, spent his last days in with 
the presence of friends, while he listened 
to their conversation, and sometimes en- 
livened it with pleasantries or stories. “He 
thought of other subjects than his illness 
and gave himself to gaiety and amuse- 
ment.” 

Lessing, the philosopher, “felt the hand 
of death was upon him but conversed 
with his friends with much of his old 
liveliness.” Joking with a friend, a stroke 
of apoplexy suddenly took him off and 
“after life’s fitful fever he slept.” 

We must bear in mind that death, com- 
monly recognized as the cessation of 
heart beat and respiration, is usually 
caused by constitutional changes produc- 
ing toxins which paralyze the circulatory 
and respiratory centers at the base of the 
brain. Before the two vital centers have 
become paralyzed, the intellectual cen- 
ters of the forebrain are usually dulled. 
The mind is enveloped in the cloudiness 
of approaching loss of function, so that 
death is commonly preceded by a period 
by unconsciousness. The minds that re- 
main clearest are the minds that have been 
clearest during life. 

It is my experience that the provident 
and intelligent senescent person recog- 
nizes death not only as inevitable but as 
beneficent, and thus views its approach 
without fear and with calm and approv- 
ing satisfaction. Such a death can be 
sweet to the dying and a scene of happi- 
ness to the friends who find themselves 
united to one another more strongly than 
before. This is the fine legacy death owes 
the living, and is paid in full by the wise. 
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The great need for lifelong records of patients 


” A RECENT EDITORIAL in Medical Di- 
gest, Dr. Paul W. White emphasizes 
the need for more knowledge which 
would enable us to make better prog- 
noses. As he says, often our prognoses 
are wrong and cause needless worry and 
anxiety to our patients. For example, 
there is the case of one of Dr. White’s 
patients who had a bad coronary attack 
at the age of 51. Today, at 79, the man 
is still playing 18 holes of golf. This man 
was unusually fortunate, but all of us 
physicians should keep remembering that 
there are cases of this type. Knowledge 
of such good results can keep us from 
being unnecessarily pessimistic with cor- 
onary patients. 

As Dr. White says so well, the profes- 
sors who are now teaching the doctors 
of the future and who are doing most of 
the writing in medical journals and 


books, seldom get a chance to follow the 
course of a patient’s health for thirty 
years or so following his visits to a uni- 
versity out-patient department or hos- 
pital. Too often charity patients are drift- 
ers who soon drop out of sight and can 
never be found. 

The only type of physician who can 
keep track of his patients for half a life- 
time is the generalist whose intelligent 
and well-established middle-class patients 
stay with him for many years. The only 
trouble is that a busy practitioner is 
usually so overworked that he cannot 
stop to write the wonderful book on 
prognosis for which he has so much ex- 
cellent material. Commonly, also, he does 
not realize what an opportunity he has 
to make a real contribution to medicine. 


WALTER C. ALVAREZ, M.D. 


Does the aging brain commonly deteriorate 2 


ECENTLY Dr. Ward Halstead, pro- 

fessor of medical psychology in the 
University of Chicago, used a battery of 
tests to see if he could detect brain 
deterioration in two groups of contrast- 
ing age. The first group consisted of 95 
medical students with an average age of 
25 and the second of 165 high-level 
executives ranging from 30 to 76 years. 
He concluded that while some brain 
damage did show up in the older groups, 
a surprising majority of executives have 
brains which are intact at least in terms 
of the higher brain functions. 

The medical students had an “impair- 
ment index” of 0.5 or less which placed 
them well within the normal range. The 
executives with an average age of 50 had 
an average impairment index about the 
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same as that of the medical students. 
Only 22 per cent of the executives were 
found to have an impairment index high- 
er than the highest found among the 
medical students. There was a positive 
correlation between the results of the 
tests and the grade of arteriosclerotic 
changes in the background of the eyes. 

If Dr. Halstead‘s tests are really indica- 
tive of injury to the brain, more work 
should be done with them. It would be 
a great boon to industry if a laboratory 
measure of physical aging of the brain 
could be found. 

And yet, perhaps the best test of all 
will always be what the man can accom- 
plish in his job. 


WALTER C. ALVAREZ, M.D. 
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The Relief of Symptoms 


WALTER MODELL, M.D., 1955. Philadelphia: W. 
B. Saunders Company. 450 pages. $8.00. 


The evolution of skills, medical or otherwise, 
characteristically precedes understanding as to 
when, where, and why to apply them. Far less 
thought has been applied to the fundamental 
objectives of therapy than to technics—medic- 
inal, surgical, nutritional, and psychological. It 
is therefore refreshing to find a new text con- 
cerned with therapeutics in which the goal or 
objective is sharply conceived. Dr. Modell 
states: “Today medical literature concentrates 
on the problem of curing disease. The problem 
of relieving distress per se, receives scant at- 
tention . relieving distressing symptoms 
comprises an exceedingly important part of 
medical care.” Staying quite properly within 
this definite orientation, the text makes no at- 
tempt whatever to consider therapeutic meas- 
ures intended to prevent, cure, assist repair, 
control or retard disease, or to construct health. 

The first portion of this very useful book is 
devoted to several fundamentally important 
aspects of medicinal therapy such as the nature 
of relief; the relationships between symptoms; 
complaints, and disease; the placebo action of 
drugs; and the necessity for comprehensive 
understanding of the actions of drugs. This 
part of the text should be read. To use the book 
only as a source of reference as to “how to” 
relieve this or that symptom is to ignore much 
valuable information. Twenty-four symptoms 
and means for their amelioration are considered 
in the major portion of the book. Of course, 
the list is not all inclusive, although the author 
claims it includes over 95 per cent of the symp- 
toms which cause patients to seek medical 
assistance. 

The text is essentially a clinical pharmacol- 
ogy. Collaboration with other more versatile 
clinicians could have overcome this handicap. 
The text is sound and cautiously avoids many 
controversial questions. It is good but could be 
better. 

EDWARD J. STIEGLITZ, M.D. 
Washington, D. C. 


The Dynamics of Aging 
ETHEL SABIN SMITH, 1956. New York: W. W. 
Norton & Company, Inc. 191 pages. $2.95. 


This is one of the most sensible and thought- 
provoking books on the problems of aging that 
we have seen. It is more of a philosophical dis- 
cussion than a manual for people who want to 
know where to retire. Most perceptive is Pro- 
fessor Smith’s statement that many elderly peo- 
ple are like the child who keeps saying, “Play 
with. me, read to me, stay with me.” Sick per- 
sons make similar demands. Obviously everyone 
should so live in his middle years that when 
he comes to old age he will not feel the need 
for being amused and taken care of like a child. 
He will be able to take care of himself, find 
books to read, and make new friends. 

She discusses the staggering feeling that 
comes to many old persons when, perhaps after 
retirement, they feel that they have been cast 
aside. Perhaps in many ways they have failed 
to be all they wanted to be. They have had 
frustrations and disappointments, and now it is 
too late to do anything about it. These old 
people tend to try to run the lives of those 
about them, which of course gets them thor- 
oughly disliked. 

In dedicating the book to her husband, Pro- 
fessor Smith says, “We have worked together, 
read together, talked together so many years | 
no longer know where his ideas and mine be- 
gin.” How wonderful if all elderly couples 
could say this. 

She compares a physical disability to a stone 
wall. One may beat upon it with futile blows 
until one’s hands bleed, or one may crumple 
before it in despair, or one may keep fighting, 
trying to circumvent it or to surmount it, and, 
even if one fails to get past it, one “will be trav- 
eling hopefully—which as Robert Louis Steven- 
son tells us, is better than to arrive.” 

WALTER C. ALVAREZ, M.D. 


Collagen Diseases 

JOHN H. TALBOTT, M.D., and R. MOLERES FER- 

RANDIS, M.D., 1956. New York: Grune & 

Stratton. 232 pages, illustrated. $6.50. 
The significance of Dr. Talbott’s researches 
into gout, other arthritides, and the collagen 
diseases, and his ability as a teacher of clinical 
medicines are too well known to require com- 
ment. This delightful and instructive mono- 
graph is an example of the best in clinical 
literature. Here are beautifully written, brief, 
but comprehensive, liberally illustrated, and 
thoroughly documented clinical descriptions of 
the five major collagen diseases or syndromes: 
systemic lupus erythematosus, polyarteritis, 
dermatomyositis, systemic scleroderma, and 
thrombotic thrombocytopenic purpura. 

(Continued on page 472) 
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Book REVIEWS 
(Continued from page 471) 

Dr. Ferrandis is a young Castilian physician, 
currently a training fellow in arthritis, who 
assisted Dr. Talbott with an exhaustive study 
of the literature. Although the bibliography 
contains over 500 titles, Dr. Talbott states in 
his preface that somewhat more than five times 
as many articles were read as are listed in the 
bibliography. Dr. Ferrandis is also preparing a 
Spanish translation of the text. 

This monograph is unequivocally recom- 
mended for authoritative clinical instruction in 
a-group of fairly uncommon but most fasci- 
natingly interesting obscure disorders. 

EDWARD J. STIEGLITZ, M.D. 
Washington, D.C. 


Ciba Foundation Symposium on 
Experimental Tuberculosis, Bacillus 
and Host, with Addendum on 
Experimental Leprosy 

Edited by G. E. W. WOLSTENHOLME and MAR- 

GARET P. CAMERON, assisted by CECILIA M. 

o’conNoR, 1955. Boston: Little, Brown and 

Company. 396 pages. $9.00. 

This volume consists of 26 papers presented and 
discussed at an international conference spon- 
sored by the Ciba Foundation. Fundamental 
concepts relating to the experimental aspects of 
tuberculosis were debated by recognized au- 
thorities in the fields of chemistry, pharma- 
cology, pathology, bacteriology, and immu- 
nology. The questions and discussions which 
followed each presentation have been included. 

The quantity of abstract knowledge about 
tuberculosis and the tubercle bacillus which has 
accumulated over the past decades is impres- 
sive. However, the answers and applications to 
clinical problems and processes, as they relate 
to tuberculosis, are incomplete and indefinite. 
The mechanics of host resistance and bacterial 
pathogenicity are discussed in an informal and 
entertaining manner, but there seems to be 
more disagreement than agreement. 

The difficulties in purification of protein, 
polysaccharide, and lipoid fractions of the tu- 
bercle bacillus are emphasized. Even an es- 
tablished clinical procedure, the tuberculin test, 
appears to be dependent upon a local skin re- 
action which cannot be explained clearly, and 
the purified protein derivative used as testing 
material is not a chemically pure product. 

This collection of papers with excellent tables 
and illustrations should be of real value to med- 
ical educators and students interested in the 
basic sciences. The clinician practicing in the 
field of tuberculosis will be amazed at the gaps 
in fundamental knowledge of a disease he seems 


to be controlling so well. | ae 
. SUMNER S. COHEN, M.D. 


Oak Terrace, Minnesota 
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Management of Disorders of the 
Autonomic Nervous System 


LOUIS T. PALUMBO, M.D., 1955, Chicago: Year 
Bock Publishers, Inc. 186 pages. $5.00. 


In his preface, the author states that it is his 
purpose “to present, in a simple and concise 
manner, the present knowledge of the anatomy 
and physiology of the autonomic nervous sys- 
tem and its application to the medical and sur- 
gical management of a variety of diseases.” This 
is no mean undertaking. But the writer, in this 
instance, is no newcomer to the field and proves 
equal to his task. 

After a review of the anatomy, physiology, 
and pharmacology of the autonomic nervous 
system and a description of the clinical tests 
and changes following sympathectomy, he dis- 
cusses numerous therapeutic applications as they 
pertain to the extremities, cardiopulmonary sys- 
tem, hypertension, gastrointestinal tract, genito- 
urinary tract, head, and neck. Almost 200 se- 
lected references are given and the book is 
carefully indexed. In some instances, the results 
of sympathectomy have been appraised still 
more recently, and the reader may expect occa- 
sional revisions here. 

This volume will enable the physician to 
orient himself rapidly in a large and possibly 
unfamiliar field of disorders, some of which, 
however, he may encounter with disturbing 
frequency. 

HENRY W. WOLTMAN, M.D. 
Rochester, Minnesota 


New Books Received 


Books and publications received will be listed 
here each month. Books of special interest to 
our readers will be reviewed later as spare 
permits. 


Therapy of Fungus Diseases: An International 
Symposium. Edited by THOMAS H. STERNBERG 
and vicToR D. NEWCOMER, 1956. Boston: Little, 
Brown & Co. 337 pages. $7.50. 


Diagnosis and Treatment of Vascular Disorders. 
Edited by sauL SAMUELS, 1956. Baltimore: 
Williams & Wilkins Co. 621 pages. $16.00. 


Electrocardiography: Fundamentals and Clinical 
Application. Louis WoLrr, 1956. Second edition. 
Philadelphia: W. B. Saunders Co. 342 pages. 
$7.00. 


The Complete Book of Low Calorie Cooking. 
LEONARD L. LEVINSON, 1956. New York: Haw- 
thorn Books, Inc., 319 pages. $4.95. 


Selected Papers of Joseph W. Mountin, M.D. 
Joseph W. Mountin Memorial Committee, 1956, 
356 pages. $5.00. 
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Are Organismal Aging and Aging Death 
Necessarily the Result of Death of 
Vital Cells in the Organism? 


Jj. w. sritt. M. Ann. District of Columbia 
25: 199-203, 1956. 


Increasing knowledge of the physiology of 
higher organisms emphasizes the importance of 
the nervous-endocrine control. system as the 
mechanism whereby the billions of cells in the 
body are maintained in cooperative organized 
relationship. The nervous control, via the hypo- 
thalamus, of the endocrine system makes it 
clear that the nervous-endocrine system is a 
single closely coordinated control system. 

Experience with the artificial kidney supports 
the notion that it is really the toxic nerve cells 
which cause death. Use of the artificial kidney 
protects the nervous system from the damage 
of uremia while damaged kidney cells heal or 
are replaced. 

Likewise, the fact that electrocuted indi- 
viduals are frequently revived by artificial res- 
piration, sometimes aided by cardiac massage, 
seems adequate proof that electric shock does 
not destroy the cells of vital nuclei in the 
thalamus and brain stem but simply throws 
them into such chaotic confusion that only ex- 
ternal artificial restoration of bodily functions 
can start the machine operating again. 

Processes which increase transmission time 
in the control system by either overloading the 
center with nervous impulses or sending mes- 
sages too slowly to keep the center awake will 
lead to disorganization and destruction of an 
individual without actual destruction of vital 
cells. 

Much of our current knowledge and practice 
readily fit the control theory of aging and 
may direct more critical study of this problem. 


Human Cerebral Blood Flow and Oxygen 
Consumption as Related to Aging 


s. s. KETY. J. Chronic Dis. 13: 478-486, 1956. 


There is possible correlation of cerebral cir- 
culation and oxygen ultilization with the dy- 
namics of aging in the brain. Measurements 
were obtained with the nitrous oxide technic, 
which yields an average value of blood flow 
per minute per unit weight of brain. During the 
first decade of life, the cerebral blood flow 
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and oxygen consumption are quite high—the 
latter value representing approximately 48 per 
cent of the total oxygen metabolized by a 
child under basal conditions. A rapid fall in 
both measurements occurs near the age of 
puberty, then there is a more gradual but 
continuous decline from the third decade 
through middle and old age. 

A reciprocal pattern is seen in cerebrovascu- 
lar resistance during life. No change in hemo- 
dynamics or metabolism was observed in chil- 
dren with previous history of mild convulsive 
disorders, in adult schizophrenics, or in elderly 
individuals with varying degrees of mental de- 
terioration. 

Since anxiety may be associated with sig- 
nificant increases in cerebral oxygen need and 
circulation, this was minimized in children by 
the use of “space domes” instead of face masks, 
projection of animated cartoons during the 
procedure, and by the discontinuance of testing 
at the first sign of uncooperativeness. 

There appears to be no significant relationship 
between loss of mental acuity and decrease in 
the two measured factors. Furthermore, no 
meaningful drop in oxygen consumption was 
seen to perceptively affect the mental state in 
acutely induced anoxia or hypotension of sig- 
nificant degree. However, these determinations 
represent the sum total of cerebral circulation 
and metabolism and do not distinguish between 
cellular or extracellular active or inert masses. 
The circulatory deficit may be a gradual proc- 
ess with the metabolic and functional sequelae 
occurring many years later. 


Changes in Lens Proteins of Rats During Aging 


7. DISCHE, E. BORENFREUND, and G. ZELMENIS. 
Arch. Ophthmal. 55: 471-483, 1956. 


Changes in the lens of humans and animals are 
conspicuous symptoms of the aging process in 
the animal body. An investigation of the differ- 
ences in solubility and content of cystine and 
cysteine of the lens proteins was carried out on 
rats, aged from thirty-five to one thousand 
sixty days. 

Total lens proteins increased throughout the 
life span of the rat, as did the albuminoid frac- 
tion. Three stages of lens growth were ap- 
parent. The first, from birth to the twentieth 
week, showed a doubling of the weight of the 
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lens with a concomitant sharp rise in soluble 
lens protein from 6.5 to 13.0 mg. From the 
twentieth week to the end of the first year, 
soluble protein increased more slowly and, 
after the end of the second year, sharply de- 
creased. 

The insoluble lens protein, albuminoid, in- 
creased from less than 1 mg. at five weeks to 
15 or 16 mg. after one thousand days. 

The sum of cysteine and cystine was about 
the same in both protein fractions in animals 
less than twenty weeks old. Thereafter, a con- 
tinuous decline in this sum occurred in the 
soluble proteins but not in the albuminoid. 

Albuminoid in mature animals contains al- 
most equal quantities of cysteine and cystine 
but soluble proteins lack significant amounts of 
cystine. Possibly albuminoid is formed at the 
expense of the soluble proteins and the in- 
crease of cystine during the lifetime is caused 
by oxidation of the original cysteine present in 
the lens. Further analysis of the amino acid 
composition of lens proteins is needed to learn 
more about the complex synthetic processes 
occurring after the oxidation of soluble pro- 
teins. The formation of albuminoid appears to 
involve more than a direct precipitation after 
oxidation. 


Aged in Connecticut State Mental Hospitals: 
Study of Persons Over Sixty Years of Age at 
Three Connecticut State Mental Hospitals 


S$. SHINDELL and E. CORNFIELD. J.A.M.A. 160: 

1121-1125, 1956. 

There are few geriatric cases in state mentai 
institutions suitable for transfer to hospitals for 
the aged or chronically ill. A random sample 
of patients 60 or over in three state mental 
institutions was evaluated by chart review, 
staff interview, and, in most cases, direct ex- 
amination. Need for continued care in a psy- 
chiatric institution was determined by: suicide 
risk; escape risk; assaultive or destructive be- 
havior; abusive language or unduly disturbing 
profanity; noisiness; untidiness with excreta; 
inability to understand simple instructions; in- 
ability to communicate basic needs; resistance 
to hospital routines, such as taking medicines, 
bathing, or keeping covered with bedclothes; or 
obvious symptoms of mental illness such as 
delusions, hallucinations, or hyperactivity. In 
no case was physical illness a factor in the 
classification. Only 30 per cent of the sample 
were found suitable for transfer. 

Of the 126 patients acceptable for transfer, 
42 were considered poor risks by the mental 
hospital staff because of grave psychiatric prog- 
nosis. An additional 33 were not available for 
transfer because the family refused consent or 
the patient was already living outside the in- 
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stitution. Of the over-60 sample, 11 per cent 
were finally available for transfer to other hos- 
pitals. Some of the patients later showed un- 
suitable behavior warranting return to the 
mental hospital. 

The aged patients in mental hospitals adapt- 
able to outside care comprise 6.5 per cent of 
the mental hospital population. Over one-half 
of these patients have already been removed 
although carried on the hospital census. Care 
of senile patients belonging in other institutions 
has not contributed substantially to crowding 
in state mental hospitals. 


Isotopic Determination of Blood Volume 


D. M. SKLAROFF. Am. J. Roentgenol. 75: 1082- 
1083, 1956. 


Blood volume determinations, using radioactive 
iodinated human serum albumin, show a grad- 
ual decrease with advancing age. Calibrated 
syringes are used to measure the iodo albumin 
for injection. A known volume (20 cc.) with 
a known radioactivity (about 12 mc) is in- 
jected intravenously. This amount is well be- 
low the usual 100 mc tracer dose of I.“ Ten 
minutes later a sample of blood is withdrawn 
in a heparinized syringe from a vein other 
than the one used for injection. A 2-cc. sample 
of whole blood is counted and the remainder 
is centrifuged. The activity of 2 cc. of plasma 
is then determined in the well scintillation 
counter. From these values and the hematocrit, 
blood volume is easily evaluated. 

Values obtained by this method are lower 
than those generally given for normal adults. 
Total blood volume is 82.3 cc./kg. and total 
plasma volume 48.9 cc./kg. There is a gradual 
decrease of the average blood and_ plasma 
volume with increased age and elderly patients 
may have serious blood volume deficits which 
are not disclosed by ordinary routine labora- 
tory tests. 


Structural Alterations with Aging 
in the Nervous System 


Ww. ANDREW. J. Chronic Dis. 3: 575-596, 1956. 


Evidence of both degeneration and defense re- 
actions against senescence are found in human 
and animal neurons. Degeneration produces 
jagged, shrunken cells with changes in nucleus, 
cytoplasm, processes, and relation with satel- 
lites. The nucleus becomes elongated or irregu- 
lar in outline and is pushed to one side of the 
cell by cytoplasmic accumulations. The nu- 
cleolus is pale in older cells. In the cytoplasm, 
Nissl substance fades, fat globules collect, neuro- 
fibrils show dissolutions, and Golgi apparatus 
and mitachondria become granular. Lipofuscin, 
a brown pigment similar to the ceroid sub- 
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stance in cirrhotic livers, appears in granules or 
vacuoles. The dendrites proliferate. Satellite 
cells become more plentiful, sometimes appear- 
ing to digest the neurone and incorporate the 
pigments. Various functional groups of nerve 
cells show specificity in time of onset, degree, 
and type of senescent change. 

Reactive phenomena appear to combat dis- 
solution of aging cells in some parts of the 
nervous system. Although some degenerative 
changes occur in the supraoptic and_para- 
ventricular nuclei of the hypothalamus, no cell 
destruction can be demonstrated. In_ these 
nuclei, the cells increase eight to ten times 
in size, the nuclei and nucleoli divide, and the 
nucleus is very basophilic. The substantia nigra 
and Purkinje cells of the cerebellum also show 
amitotic division of nuclei. 

In seeking means to retard or ameliorate the 
aging process, medical science can strive not 
only to combat the natural degenerative proc- 
esses, but also to aid the equally natural de- 
fense phenomena. 


Incidence and Onset of Pulmonary Tuberculosis 
in Old Men 

E. GORDON WILKINS. Brit. M. J. 4972: 883-886, 

1956. 

In England and Wales notification rates per 
100,000 of respiratory tuberculosis in men over 
65 have risen from about 50 to over 80 since 
1938, although for women of the same age 
they have remained around 17. 

Mortality rates for respiratory tuberculosis 
for persons over 65 show a rise from 58 in 1938 
to a peak of 81 in 1951 for men, but a steady 
decline from 22 to 13 for women. 

Many old men have physical signs of bron- 
chitis, sometimes modified by emphysema. In- 
stead of having their chest symptoms attributed 
to smoking or bronchitis, all old men with per- 
sistent cough should be regularly radiographed 
and any chest infection followed to radiologic 
resolution. Even apparently inactive lesions 
should be watched with suspicion and sputum 
examination should be made regularly. Weight 
loss is often considered a normal accompani- 
ment of age, but may be either a symptom or 
predisposing cause of reactivation. 

The effects of intercurrent disease in causing 
reactivation are well illustrated. Anemia, wheth- 
er nutritional or due to chronic blood loss, is 
especially apt to be missed in old age. Finally, 
latent chest lesions are often brought to light 
by reactivation after major surgery, which em- 
phasizes the need for routine preoperative chest 
radiography. 

The incidence and death rates from pulmon- 
ary tuberculosis in men over 65 have risen to 
approximately five times that found in women. 





Arthritis in the Elderly Patient (Osteoarthritis) 


J. J. BUNIM. Bull. New York Acad. Med. 32: 
102-114, 1956. 


The single most effective treatment for de- 
generative joint disease is assurance designed to 
offset fears of impending invalidism or crip- 
pling deformity. Only if a specific deficiency 
exists should hormonal therapy be instituted. 
Occasionally intraarticular injections of 25 mg. 
of tertiary-butylacetate or acetate of hydro- 
cortisone is helpful in alleviating pain. 

Primary osteoarthritis appears spontaneously 
with advancing age, whereas the secondary 
form may occur at any time of life as a con- 
sequence of fracture, infection, or other injury 
which ultimately leads to degeneration of artic- 
ular hyaline cartilage. 

This condition, which is the most common 
type of chronic arthritis, was the second most 
frequent musculoskeletal disorder in a sample 
industrial population of 23,881 predominately 
middle-aged male workers, and was exceeded 
only by bursitis. The spine was affected in near- 
ly three-fourths of the cases. No correlation of 
age and severity of cartilage damage was seen. 

The treatment of osteoarthritis and rheuma- 
toid arthritis varies greatly, so accurate differ- 
entiation must be made. The former is a de- 
generative disease, while the latter is primarily 
inflammatory in nature. Consequently, mani- 
festations as fever, leukocytosis, weight loss, 
anorexia, anemia, hyperglobulinemia, or ele- 
vated sedimentation rate are not seen with 
osteoarthritis. The affected peripheral joints are 
stiff, painful, tender, bony, and irregular with- 
out redness, heat, or periarticular swelling. Sub- 
cutaneous nodules are not noted, and sheep 
cell agglutination is negative. 


The Effect of ACTH Administration on the Uri- 
nary Excretion of Androgens and Other Steroids 
by Old Men in Comparison with Young Men: 
Preliminary Report 
D. A. MAC FARLANE, C. B. LEMAN, P. L. MUNSON, 
and J. H. HARRISON. J. Urol. 75: 558-561, 1956. 


Quantitative determinations of androgens, 17- 
hydroxycorticoids, and 17-ketosteroids were 
made on 5 men between 20 and 30 and on § 
men between 65 and 87. A control period of 
three consecutive days was followed by a test 
period during which 20 clinical units of ACTH 
in gelatin was given for two days followed by 
a higher dosage of 80 units for two more days. 
The study was repeated after an interval of 
two to three weeks. 

Increased excretion of 17-hydroxycorticoids 
and 17-ketosteroids was observed on both age 
groups following both low and high dosage of 
ACTH, with the older men excreting a higher 
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amount of steroid. Androgen excretion was 
unchanged with low dose of ACTH, while, 
with the high dose, the younger men excreted 
over twice as much androgen as the older men. 

In a second group of patients, a continuous 
infusion containing 25 U.S.P. units of ACTH 
was given over an eight-hour period on two 
consecutive days to 4 men between 19 to 34 
and to 4 men between 65 and 76. Both groups 
responded with increased steroid excretion, but 
the levels in the younger men were higher 
than in the older men. 


Pregnancy After Forty-four 
E. F. STANTON. Am. J. Obst., & Gynec. 71: 
270-284, 1956. 


Term pregnancy is uncommon in women 44 
years or over. A study of 237 pregnancies in 
women over 44 was made in a total series of 
71,827 pregnancies—an incidence of 1 in 303. 
The following conclusions are noted: 

1. Spontaneous delivery in this elderly group 
occurs about as often as in the over-all series. 
Cesarean section is employed with more than 
twice the usual frequency, however. 

2. Prolonged labor over thirty hours is about 
ten times as frequent in these cases. 

3. Toxemia is 3 times as common as in the 
entire series and severe pre-eclampsia occurs 
nine times as often. 

4. The incidence of hydatid mole is more 
than 20 times that usually encountered. 

5. Infants of excessive size, over 4,000 grams, 
are twice as common among the older mothers. 

6. Stillbirth and neonatal death rate is about 
9 times the over-all annual incidence. 

7. Incidence of mongolism and _ congenital 
abnormalities incompatible with life is about 4 
per cent, or approximately 8 times the over-all 
annual incidence. 

8. Incidence of viable births after age 47 is 
1 in 11,000 deliveries; after 50, a viable birth 
practically never occurs. 


Fluid and Electrolyte Problems in the Surgery 
of the Aged 
K. E. ROBERTS, J. J. DE COSSE, and H. T. RANDALL. 
Bull. New York Acad. Med. 32: 180-190, 1956. 


Early recognition and treatment of acid-base 
imbalance in elderly surgical patients are im- 
portant. 

Vigorous bowel purgation preoperatively with 
poorly absorbed solutions such as magnesium 
sulphate frequently results in hyperchloremic 
acidosis and negative potassium balance. Oral 
or intravenous administration of 200 mEq. of 
sodium bicarbonate or lactate is usually suffi- 
cient to rectify this state. 
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Contracted blood volume may be corrected 
by small, daily 250-cc. transfusions so that 
cardiac failure from too vigorous replacement 
may be minimized. 

The extracellular expansion of water with 
shifts in electrolytes in the first few days after 
surgery is followed by diuresis and excretion 
of sodium. The specific gravity of urine is of 
prime importance in differentiating postopera- 
tive renal shut-down from dehydration. A high 
value is associated with dehydration and low 
ievels are seen with renal dysfunction. A stable 
or rising hematocrit, fixed or slightly elevated 
BUN, sodium or potassium are all consistent 
with poor hydration. With renal shut-down, 
the hematocrit and protein may drop, whereas 
the plasma electrolytes decrease and the blood 
nitrogen rises rapidly. 

As atelectasis and pulmonary complications 
are common causes of death in the elderly post- 
operative patient, respiratory acidosis must be 
recognized as a reflection of anoxia, and vigor- 
ous efforts made to increase ventilation with 
frequent suctioning, use of bronchodilators, ex- 
pectorants, and early ambulation. Narcotics 
should be used sparingly. 


A Psychiatric Study of Attempted Suicide in 
Persons Over Sixty Years of Age 

P, O'NEAL, E. ROBINS, and E. H. SCHMIDr. Arch. 

Neurol. & Psychiat. 75: 275-284, 1956. 
k:vident psychiatric illness, usually psychotic, 
has been found in every elderly patient attempt- 
ing suicide. 

Immediately following a suicide try, 19 pa- 
tients over 60 and 90 younger patients were in- 
terviewed and examined. All the elderly pa- 
tients had diagnosable mental illness, while 23 
per cent of the younger patients had no definite 
psychiatric pathology. Psychoses predominated 
in the older age group—9 patients had psychotic 
depression; 5, either senile psychosis or cerebral 
arteriosclerosis; and 3, toxic psychosis. 

Social factors such as loneliness, enforced un- 
employment, or serious physical illness may 
precipitate suicide in a patient already mentally 
ill, though two-thirds of the patients had ill- 
nesses which could not have been triggered by 
social factors peculiar to old age. Social factors 
alone are probably not sufficient to impel an 
older person to try suicide. 

Attempts made by elderly patients are usually 
genuine, while younger patients more often use 
inadequate methods. Most elderly patients suf- 
fer from treatable or reversible disease. There- 
fore, hospitalization is indicated for elderly pa- 
tients to prevent suicide and treat the under- 
lying illness. Many patients over 60 may be re- 
turned to society as useful citizens. 
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® well tolerated, nonaddictive, essentially nontoxic 
® no blood dyscrasias, liver toxicity, Parkinson-like syndrome 
or nasal stuffiness 
@ chemically unrelated to chlorpromazine or reserpine 
@ does not produce significant depression 


orally effective within 30 minutes for a period of 6 hours 





Indications: anxiety and tension states, muscle spasm. 


Tranquilizer with muscle-relaxant action 


DISCOVERED AND INTRODUCED 
BY (if) WALLACE LABORATORIES, New Brunswick, N.J. 
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supplies essential nutrients for 24 


hours! 


To prepare, mix 1 quart whole milk 


3 cups (405 Gm.) non-fat milk powder 


4 heaping tablespoons (60 Gm.) 
GEVRAL PROTEIN 


Supplement water to make 2,000 cc. 


This formula supplies: 


Geriatric Vitamin-Mineral-Protein Supplement Lederle 


Liquid....... 2,000 cc 
Fee 217 Gm. 
SOP ae 42 Gm. 
Carbohydrate. 273 Gm 
oe ee 2,354 





LEDERLE LABORATORIES DIVISION 


AMERICAN Gaanamid company 


PEARL RIVER, NEW YORK 
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Activities and 
Announcements... 


Coming Meetings 

The fifth annual Capital District Conference on 
Aging will be held on Thursday afternoon, Oc- 
tober 25, 1956, at the Ann Lee Home, Water- 
vliet, New York. Theme for the Conference will 
be “Volunteer Action for Aging,” and work- 
shops will be held on the subjects of “Volun- 
teers for Aging,” and “Institutional and Patient 
Care.” 

The ninth annual scientific meeting of the 
Gerontological Society, Inc. will be held at the 
Hotel Hamilton, Chicago, November 8 through 
10, 1956. Edward J. Stieglitz, 1726 Eye Street, 
N.W., Washington 6, D.C., is program chair- 
man. The theme of the meeting will be “Prep- 
aration for Senescence.” 


The American Society for the Study of 
Arteriosclerosis will hold its annual meeting at 
the Palmer House, Chicago, November 11 and 
12, 1956. Dr. R. Gordon Gould, Los Alamos, 
New Mexico, is program chairman. 


The first Governor’s Conference on Aging in 
Minnesota will be held at the Radisson Hotel 
in Minneapolis, November 26 and 27. 


The Fourth Congress of the I/nternational 
Association of Gerontology will be held in 
Merano, Italy, July 14 to 19, 1957. For registra- 
tion forms and further information, write to 
the secretary, Quarto Congresso Internazionale 
de Gerontologia, Viale Morgagni, 85, Firenze, 
Italy. Additional information regarding the pro- 
gram will be found in the later issues of 
Geriatrics. 


Architectural Competition in 
Homes for the Aged 


The National Social Welfare Assembly, Inc., 
345 E. 46th Street, New York 17, is sponsoring 
an architectural competition in homes for the 
aged. This contest is made possible by a grant 
from the Frederick and Amelia Schimper Foun- 
dation. First prize is $5,000 with five additional 
prizes ranging from $2,500 to $500. 


Booklets on Services to Older People 


The American Public Welfare Association has 
issued a number of useful booklets and pamph- 
lets on services to older people. For a list of 
publications and schedule of prices write to the 
association at 1313 East 60th Street, Chicago. 


(Continued on page 51A) 






























For sate, 
Normal Sleep 
in the AGED 


PERICLOR 


petrichloral (pentaerythritol chloral) G A PP S U L E S 


Barbiturates have presented serious disadvantages when used in the 
aged. For example, Moore! found that: ‘‘Phenobarbital at times, 
particularly in older patients, may produce excitement, dizziness, 
confusion and, in certain patients, an organic kind of psychosis.”’ 


After using PERICLoOR—in 108 patients—Gatski’ found that: ‘With... 
{PERICLOR] an average of two hours more sleep was obtained with 
one-third to one-half the usual dosage of chloral hydrate, and the 
disadvantages of both chloral hydrate and the barbiturates were 
avoided.”’ 


Gatski concluded: ‘‘No untoward systemic or other side actions have 
occurred; hence the preparation may be used in the presence of 
heart, liver and kidney damage, and in alcoholic rehabilitation. ... 
One of the great advantages of this drug...is the safety factor.” 
Available on prescription only. 


1. Moore, F.J.: West Virginia M.J. 49:292 (Oct.) 1953. 
2. Gatski, R.L.: Am. Pract. & Dig. Treat. 6:1885 (Dec.) 1955. 
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DETERGENT RASH \ 


SUNBURN 


SIMPLE ECZEMA 


DIAPER RASH 


PRICKLY HEAT 
CHAFING 


‘DISHPAN’ HANDS 


Superficial skin com- 
plaints usually respond 
dramatically to 


TASHAN CREAM ‘Roche’ 


Antiprurient, soothing, and healing — 
contains vitamins A, D, E, and d-Panthenol, 
in a cosmetically pleasing water-soluble 


base which fastidious patients will enjoy 


using. Hoffmann-La Roche Inc., Nutley, N. J. 
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Activities and Announcements... 
(Continued from page 48A ) 


Film on Aging 

“A Place to Live,” a new documentary film 
based on the story of an elderly father who 
must be taken into the home of an adult couple 
with young children, is procurable on loan 
from the Wm. S. Merrell Company, Geriatric 
Film Library, Cincinnati 15, Ohio. The 16-mm., 
black-and-white sound film, with a showing 
time of twenty-four minutes, was prepared by 
the Committee of Aging of the National Social 
Welfare Assembly of New York. 
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Essay Award in Urology 


The American Urological Association offers 
an annual award of $1,000—first prize of $500, 
second prize $300, and third prize $200—for 
essays on the result of some clinical or labora- 
tory research in urology. Competition is limited 
to urologists who have been graduated not 
more than ten years, and to hospital interns 
and residents doing research work in urology. 
For full information write the executive secre- 
tary, William P. Didusch, 1120 North Charles 
Street, Baltimore, Maryland. Essays must be 
in his hands before December 1, 1956. 


Findings from Cancer Detection Center 
One out of every 39 of the 7,786 apparently 
well men and women examined in the Uni- 
versity of Minnesota’s Cancer Detection Center 
in the last eight years has been found to have 
eet, according to a recent report. In the 
723 examinations of 3,736 men over 50 and 
4,050 women over 45 conducted during the 
eight-year period, physicians discovered 205 
cancers, 4,082 precancerous conditions requir- 
ing treatment, and 6,997 nonmalignant tumors. 
© 
Studies in California 


The five-year study of the “Impact of an 
Aging Population,” which has been conducted 
by the Institute of Industrial Relations on the 
Berkeley Campus of the University of Cali- 
fornia, is nearing completion. Present plans call 
for publication of five volumes reporting the 
study in 1956 and early 1957. 

The Fund for Adult Education and the 
Division of Gerontology of the University of 
Michigan have selected five California colleges 
to test their material for discussion groups on 
the subject, “Aging in the Modern World.” 
Dr. Wilma Donahue of the University of 
Michigan is in charge of the project and Clark 
Tibbitts, chairman of the Committee on Aging 
of the U.S. Department of Health, Education, 
and Welfare, is the editor in charge of de- 
veloping the material to be used. 


To counteract 


corticoid-induced adrenal 
atrophy during corticoid 
therapy, routine support of the 
adrenals with ACTH is recom- 
mended. 





THIS IS THE 
PROTECTIVE DOSAGE RECOMMENDATION 
FOR COMBINED CORTICOID-ACTH THERAPY 


® When using prednisone or prednisolone: 
for every 100 mg. given, inject approx- 
imately 100 to 120 units of HP* 
ACTHAR Gel. 

When using Aydrocortisone: 

for every 200 to 300 mg. given, inject 
approximately 100 units of HP* 
ACTHAR Gel. 


When using cortisone: 

for every 400 mg. given, inject approx- 
imately 100 units of HP*ACTHAR 
Gel. 


Discontinue administration of corticoids on 
the day of the HP*ACTHAR Gel injection. 


HPACTHAR Gt 


(IN GELATIN) 
The Armour Laboratories brand of purified adre- 
nocorticotropic hormone—corticotropin (ACTH) 
*Highly Purified 





Unsurpassed in Safety and Efficacy 
More than 42,000,000 doses of 
ACTH have been given 


THE ARMOUR LABORATORIES 


N OF ARMOUR AN 
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GERIJECT 
INJECTION 


© ESSENTIAL VIT. B 
comptex Factors _—s>—sOqGWG@ ER J ECT 


PLUS 

® INOSITOL TABLETS 

© CHOLINE j © 12 VITAMINS 

© LIVER - © 11 MINERALS 

© IRON ,» | | © 3 .LIPOTROPICS 
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GERIJECT 


PLAN 


Effective continuous vitamin-min- 
eral therapy is now available for 
your patients . . . particularly those 
receiving geriatric therapy. 
Economical to both physician and 
patient, Geriject Injection, supple- 
mented by daily use of Geriject Tablets, 


insures constant, effective vitamin- 
mineral intake 


For samples and literature, write DEPT. G- 





Cc. F. KIRK COMPANY 


Pharmaceutical and Biological Laboratories 


521 WEST 23rd STREET * NEW YORK 11, N.Y. 








Manufacturers’ 
Activities ... 


Tranquilizer with Safety Factor 

A new product, Tablets Renir, reserpine with 
an added safety factor, has been designed by 
the S. E. Massengill Company, Bristol, Ten- 
nessee, to provide the desired action of reser- 
pine, counterbalanced by the _ well-known 
effects of ephedrine, and to offer optimum 
therapy for hypertension. Untoward reactions 
are minimized, and tranquilization is main- 
tained. It is indicated in treatment of hyperten- 
sion as well as anxiety, tension, and neurosis. 

a 


New Wheel Chair Series 


A completely new line of Hollywood folding 
wheel chairs is announced by Everest & Jen- 
nings, Inc., Los Angeles. These chairs are 
strengthened by all-welded construction and 
finished with improved chrome plating. The 
slight rearward tilt of seat and adjustable foot- 
rests provide greater patient comfort, and the 
chairs require only finger-tip pressure to fold. 
Standard footrests are interchangeable with 
elevating legrests, and may be converted with- 
out tools. 
« 


Doxinate for Spastic Constipation 


The use of Doxinate, dioctyl sodium sulfosuc- 
cinate, a new fecal softener manufactured by 
Lloyd Brothers, Inc., Cincinnati, was studied in 
a series of 47 coloproctologic patients. The re- 
sults, as reported in the June issue of The 
Journal-Lancet were very good in 18 out of 
24 patients with spastic constipation, fair in 3, 
and poor in 3 others. Nine of 12 patients given 
the compound after anorectal surgery had one 
or two soft, formed stools daily with little dis- 
tress and no side effects. 
° 


Company Celebrates Seventy-fifth 
Anniversary 


A bronze medallion, created by sculptor A. S. 
Hardin, commemorates the seventy-fifth anni- 
versary of Thos. Leeming & Company, New 
York. The company was founded in 1881 as 
an importer and promoter of pharmaceutical 
specialties of European origin, but has since 
developed a long-range program of domestic 
pharmaceutical research. 
© 


Additive Vial Available 


A device for adding supplemental medication 
to bulk parenteral solutions has been developed 
by Travenol Laboratories, Inc., pharmaceutical 


(Continued on page 54A) 


























Three servi 
protide. vings of Ovaltine and milk 


MINERALS 

“Calcium . ~~... 

, Phosphorus Beek ae 1.12 Gm. 
ee me. 
Copper itt 12 mg. 
Modine hte 0.7 mg. 
Fluoring ..| °° °°" "+++: 0.7 mg. 
Cobalt 0 teres 0.5 mg. 

sol Ses eran 0.006 me. 

Chi lorine "| BRE Lthtek eee ce 560 mg. 

Magnesium ||!’ °""****++- 900 mg. 

Manganese ,*"""******+++- 120 mg. 

Potassium .\""""""*** +++ 0.4 mg. 

Lo ee 1300 mg. 

VITAMINS = °° °° ** 2.6 a 

cyan A. 
itamin D |" ot eee 3200 I.u, 
sAscorbie acid’! 1!'*"****+++ £20 Lu. 

: ne EE 7.0 

Riboflavin’ “20° °°7+*+ 0-0. 12 me. 
Tidoxine Sei ttee ses 2.0 mg. 
Panmin Bis : boca. 0.5 mg. 
lec etl <2 5.0 meg. j 
Mime RE eS ee 3.0 
Folic aid ee 6.7 _ ” i 
bling oh 0.05 mg. 
_Biotin wick ge Nees 200 mg. 3 
PROTEA 2 200000000000 0.08 mg. 
FAT Of YDRATE |" )""* oon 





to balance the bland diet... 


Ovaltine with milk, included in the 
“bland” or special diet, helps to balance 
and satisfy the complete nutritional re- 
quirements of the patient. By increas- 
ing levels of nutrients which are defi- 
cient in milk, Ovaltine assures that 
minimum daily requirements of B vita- 
mins, ascorbic acid and iron are met. 
Ovaltine adds zest and appeal to the 
unappetizing, uninteresting restricted 
menu. Its balanced protein, vitamin 


OVALTINE’ 


and mineral formula favors weight gain, 
increases resistance and helps combat 
the strain of today’s stepped-up living. 

Ovaltine is equally tempting hot or 
cold. This refreshing beverage may be 
taken at mealtimes, during “break” 
periods, or as a sleep inducing nightcap. 
Because it reduces the curd tension of 
milk over 60%, Ovaltine is 
easily digested and kind 
to sensitive stomachs. 





[Oval 
ad 


The World’s Most Popular Fortified Food Beverage 


The Wander Company, 105 W. Adams St., Chicago 3, Ill. 








Manufacturers’ Activities . 


(Continued from page 52A) 


products division of Baxter Laboratories, Inc., 
Morton Grove, Illinois. Called Incert, the new 
vial permits direct, aseptic transfer of medica- 
tion without use of needle and syringe. Five 
liquid or dried medications are currently avail- 
able in additive vials: B vitamins with C, suc- 
cinylcholine chloride, potassium chloride, po- 
tassium phosphate, and calcium levulinate. 
’ 

Tranquilizer for Rheumatic Disease 
Eighty-six of 100 patients with rheumatic dis- 
eases, particularly those types characterized by 
fibrositis symptoms, were benefited by the 
tranquilizer, Miltown, made by Wallace Labo- 
ratories, New Brunswick, New Jersey, accord- 
ing to tests conducted at Benjamin Franklin 
Clinic, Philadelphia. In 54 cases, degree of im- 
provement was termed “excellent.” Most pa- 
tients obtained relief from stiffness and pain 
within twenty to thirty minutes after taking 
Miltown. Normal dosage was one tablet three 
or four times a day. 


Film on Rehabilitation of Aging 


“Still Going Places,’ a 16-mm., black-and- 
white, documentary film on rehabilitation of 
the aged, is available free, on three weeks’ ad- 
vance notice, from Film Library, Pfizer Labo- 
ratories, 630 Flushing Avenue, Brooklyn, New 
York. 

. 


Tissue Building Product for 
Surgical Patients 


A new tissue building drug, Nilevar, has been 
announced by G. D. Searle & Co., Skokie, 
Iinois. Clinical studies in 30 medical centers 
in the United States and England show that 
the drug is useful in: (1) assisting recovery 
following major surgery; (2) assisting in pre- 
operative preparation of patients who are in 
poor condition, (3) improving nutrition of 
patients with severe illnesses such as polio; (4) 
as an aid in arresting the wasting of patients 
with lingering illnesses; and (5) helping in the 
strengthening of premature infants. 
e 


New Dosage Form 

Elixir Butiserpine, made by the McNeil Lab- 
oratories, Inc., Philadelphia, is a dosage form 
combining the intermediate sedative, Butisol 
Sodium, with the tranquilizer, reserpine, to 
augment the clinically established benefits pro- 
duced by Butisol Sodium alone. It provides 
safe and adequate control for the majority of 
patients with mild to moderate essential hyper- 
tension without the side effects produced by 
the more potent antihypertensive drugs. 


Rx Information 


Meratran 


“Premature retirement and the fear of 
impending deterioration and death often 
create a serious mental depression in the 
older but otherwise organically fit indi- 
vidual. It is difficult to inspire them to 
continue normal activities.” Following 
this statement, Pomeranze!’ reported: 
Meratran ‘‘...has suggested itself as 
valuable for stimulating a greater zest 
for living in the older depressed patient.” 


Meratran revives the depressed elderly 
patient’s alertness, and a better inter- 
est in otherwise dull, routine activities 
is encouraged. 


The effectiveness of Meratran is pro- 
longed — at least 24 hours. The neces- 
sity for repeated doses and constant 
observation of drug taking is obviated. 
The drug produces little or no insomnia 
and no appreciable effect on respiration 
or pulse rate. Urine examinations, blood 
counts and liver function tests remain 
normal. 


Dosage: Geriatric Patients—1 mg. Meratran 
once or twice daily. Observe patient re- 
sponse, adjust dosage to individual needs. 


Contraindications: Meratran is contraindi- 
eated in agitated prepsychotic patients, 
paranoia or in certain other cases such as 
obsessive-compulsive states. 


When Anxiety and Tension Are Present — 
Meratran with Reserpine, 1 tablet once or 
twice daily. 


Supplied: Meratran (pipradrol) Hydrochlo- 
ride tablets 1.0 mg. (pink tablets) in bottles 
of 100 and 1,000. Also available in 2.5 mg. 
(yellow) tablets. Meratran with Reserpine, 
white tablets containing 1.0 mg. Meratran 
and 0.25 mg. reserpine, in bottles of 100. 


References: 1. Pomeranze, J.: J. Gerontol. 9:486, 
1954. 2. Kleemeier, R, W.; Rich, T. A., and Jus- 
tiss, W. A.: J. Gerontol. 11:165, 1956. 3. Brown, 
B. B., and Werner, H. W.: Federation Proc. 12:304, 
1953. 4. Brown, B. B., and Werner, H. W.: J. 
Pharmacol. & Exper. Therap. 110:180, 1954. 8. Blohm, 
T.R., etal.: Federation Proc. 13:337, 1954. 6. Antos, 
R. J.: Arizona Med. 11:397, 1954, 


Another Exclusive Product of Original Merrell Research 


THE WM. S. MERRELL COMPANY 
NEW YORK + CINCINNATI + ST. THOMAS, ONTARIO 


TRADEMARKS: ‘MERATRAN WITH RESERPINE’, MERATRAN® 





brings elderly patients back 
from indifference, depression 


not with a jolt...but with gentleness 


Meratran 


pipradrol hydrochloride 


nel - eee 


65 9, indifferent, soiled self, would not at- alertness seen on second day of 1.0 mg. 

tend to simplest personal needs — family Meratran—resumed old interest in Mission 

contemplated institutionalization. : work in 3 weeks—‘“‘great improvement... 
has gotten along extremely well.” 


TRA 








« seers 


65 o, fatigued, depressed, apathetic after Meratran gradually reduced from 2.0 mg. 

retiring from very active business life. daily, to 1.0 mg. every other day, restored 
interest —“‘... feels well and has acquired 
constructive hobbies.” 


Actual case histories from personal communication to The Wm. S. Merrell Company. Photos Professionally Posed. 
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A New Dietary Management for 


~ CONSTIPATED ELDERLY 


A bowel content modifier that softens dry, hard stools by 
dietary means without side effects.' Acts by promoting an 
abundant fermentative bacteria in the colon, thus producing 
soft, easily evacuated stools. Retards growth of putrefactive 
organisms. By maintaining a favorable intestinal flora, Malt 
*Specially processed malt extract Soup Extract provides corrective therapy for the colon, too! 
neutralized with potassium carb- 
onate. In 8 oz. and 16 oz. bottles. 
1. Cass, L. J. and Frederik, W. S.: Malt 


soup Exteert as 2 een Sonest = Boe BORCHERDT MALT EXTRACT CO. 


Modifier in Geriatric Constipation. 
Journal-Lancet, 73:414 (Oct.) 1953. Sample 217 N. Wolcott Ave. . Chicago 12, Ill, 


DOSE: 2 tablespoonfuls b.i.d. until stools are soft 
(may take several days), then 1 or 2 Tbs. at bedtime. 








FOR OLDER elie ° Reliy, 
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ig 


CHRONIC URINARY INFECTIONS 


Urolitia can be given over long periods... 
without toxicity, without irritation,” without 
drug fastness ...to keep the urine free from 
E. coli, S. albus, S. aureus. . . . Promptly 

i af soothes the irritated membrane while preo- 
: viding bacteriostasis. 


DOSE 

One tbs. in half cup Mldisian eainia 
warm water, q.i.d., mm URINARY 

Vy hr. a.c. and his ANTISEPTIC 


Sample on request 


Cobbe Div., BORCHERDT MALT EXTRACT CO., 
217 N, Wolcott Ave., Chicago 12, Ill 
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In the treatment of all common anemias. 


NOW 50 


% more Ferrous Sulfate 


50% more Folic Acid 


100% more Vitamin C 


ALSO ADDED: 
factor concentrate 


nit of Vitamin B::2 with intrinsic 


THIS IMPROVED FORMULA CONFORMS TO THE 
MOST MODERN CONCEPT IN HEMATINIC THERAPY 


‘‘Bemotinic’’ Capsules 

Each capsule contains: 

Ferrous sulfate exsic. (4% gr.) ..... 300 mg. 
Vitamin Bie with intrinsic 


factor concentrate U.S.P. .. % U.S.P. Unit 


Vitamin C (ascorbic acid) ........ 100 mg. 
RHC MIO WBE s. cs ses eveeeeswe 1 mg. 
Thiamine mononitrate (Bi) ........ 10 mg. 





@ Ayerst Laboratories * New York, N. Y. * Montreal, Canada 


Supplied 

No. 340—Bottles of 100 and 1,000. 

Also available: ‘‘Bemotinic’”’ Liquid No. 940— 
Bottles of 16 fluidounces and 1 gallon. 


Dosages — Capsules 

In microcytic hypochromic anemia: 1 or 2 
capsules daily (preferably before or after 
meals), or as directed. 

In macrocytic hyperchromic anemias: higher 
dosage levels necessary particularly in initial 
stages of therapy. 
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The last 


' a 6 , 
a dry, sensitive skin! 
A taut, chafed skin — alone or accompanying other more serious problems — y 


can become a distracting discomfort to any patient — young or old — ambu- j 


latory or bedfast. Keep dry skin from adding an insupportable ‘‘last straw"’ 4f 


to your patients’ burdens — with Lubriderm — a time-tested skin lubricant 


— capable of brightening a person's entire outlook in minutes. 


Non-greasy, non-staining Lubriderm contains cholesterol derivatives 
of lanolin in a formula so bland, so soothing, so effective — that it often 
smooths away a dry skin problem in only a few applications. If you 
would like a complimentary supply sufficient to introduce Lubriderm to 


several of your patients, send your request now. i ® 









LUBRID 


for distinctive dermk tologics 





TEXAS PHARMACAL CO. 


P.O.BOX 1659 SAN ANTONIO, TEXAS 





F. a 
“The Commonwealth of Peunsyluanta 
INVITES YOU TO JOIN IN BUILDING 


ONE OF THE FINEST MENTAL HEALTH PROGRAMS 
IN THE NATION 


AEQuate funds have been appropriated to fill all vacancies. Salary scales 
are equal to, or better than, most. Professional direction and leadership are 
sound. All appointments are being made on, the basis of qualifications alone. 


@ LOOK INTO THE OPPORTUNITIES PENNSYLVANIA 
OFFERS YOU! BE A PART OF THIS EXCITING 
DEMONSTRATION OF SOUND MENTAL HEALTH IN ACTION! 


For further information, 
write: PROFESSIONAL RECRUITMENT CENTER 
Department of Welfare 
Commonwealth of Pennsylvania 
HARRISBURG, PA. 
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in menopausal relief 
with far fewer 
hormonal side effects 
with androgen- 


estrogen therapy 


ompletely relieved all symptoms in 82 of 101 menopausal patients* 
“.,.with dosages no greater than one tablet twice a day’”™* 


avoiding “the principal disadvantage of therapy with estrogens, 


uterine bleeding...””* 7 


NETONE REPETABS 


GYNETONE 
; for individualized therapy: two strengths REPETABS 

Chi GyYNETONE REPETABS “.02”: Ethinyl Estradiol U.S.P 0.02 mg. estrogen-androgen 

- plus 5 mg. Methyltestosterone U.S.P. 

GyNETONE Repetass “.04”: Ethinyl Estradiol U.S.P 0.04 mg. 

plus 10 mg. Methyltestosterone U.S.P. 















he. 





Gynetone,® d estrog g 
Repetass,® Repeat Action Tablets. 
*Moravec, C, L., and Moravec, M. E,: New York J. Med. 55 :2775, 1955. 
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improves mental outlook 


The unique tranquilizing effect of ‘Thorazine 
helps the cancer patient to overcome his mani- 
fold fears and anxieties, thus improving his 
mental outlook and making him easier to 
care for. 





relieves pain and reduces suffering 


By potentiating narcotics and _ sedatives, 
‘Thorazine’ permits smaller doses of these 
agents to be used; often relieves pain not pre- 
viously controllable without inducing stupor. 
By alleviating the tension and apprehension 
that magnify the patient’s reaction to pain, 
‘Thorazine’ reduces his suffering. 





controls nausea and vomiting 


“Thorazine’ promptly controls nausea and vom- 
iting due either to the malignancy or to dis- 
tressing therapies such as irradiation and ni- 
trogen mustards. 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for chlorpromazine, $.K.F. 

















For 
improved protein 
nutrition 


OT =s loys Koy ai vl 
elixwnzir 


(Critically essential L-lysine with essential B vitamins) 


Potentiates protein synthesis in: 
e the elderly e¢ the convalescent 
e the adolescent e the growing child 


Efficient protein synthesis depends upon an adequate intake of proper 
proportions of all the essential amino acids simultaneously. The bio- 
logical value of cereal proteins, which comprise 20-40% of total dietary 
proteins, is limited by a relative deficiency of lysine. Cerofort Elixir 
supplies physiological amounts of L-lysine to raise the body-building 
value of many cereals to that of high-quality animal muscle protein. And 
to aid tissue synthesis, Cerofort Elixir also supplies generous amounts of 
essential B vitamins. 


also available: 


Cerofort* 
tablets 


(Critically essential L-lysine 
with all the important vitamins) 


to speed convalescence in 
major surgery, 


; ; ; illness, injury. 
first with lysine WHITE LABORATORIES, INC 


Kenilworth, N. J 








MENIC 


alleviates 
mental confusion, memory defects, 
and related symptoms 


MENIc combining the analeptic, pentylenetetrazole, with the cerebral vaso- 











dilator, nicotinic acid, is “...safe and simple... practical and inexpensive... 
can be used without hesitation on an ambulatory basis ...especially useful in 


combating symptoms of abnormal behavior ...”! 
1Levy, S.: J.A.M.A., 153:1260-1265, 1953. 


Each scored tablet contains pentylenetetrazole 100 mg. (1% gr.), nicotinic acid 50 mg. 
(% gr.). In bottles of 100 and 500 tablets. Literature and samples available upon request. 


GERIATRIC PHARMACEUTICAL CORP. /seELLEROsE, LL, N.Y. 





» speed convalescence — 


Yoh itigetitelaM Leytole[— 


of water-soluble vitamins B and C 


ALLBEE win C 


In each capsule: 


Thiamine hydrochloride 15 mg. 
The highest ascorbic acid Riboflavin 10 mg. 


content (250 mg.) of any Calcium pantothenate 10 mg. 

water-soluble vitamin capsule Nicotinamide 50 mg. 

INXoo):1:\ (om el] 250.mg. 

a 

A. H. ROBINS CO.,INC. RICHMOND 20, va. Robins} ( 
LAhy On ‘he 
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lofessionally promoted only— 
ver counter displayed 





KOAGAMIN’ 


parenteral hemostat 









in surgery — Given prophylactically in 567 
surgical cases, a single injection of KOAGAMIN 
was found “...to reduce blood loss and to fa- \ 
cilitate surgical procedures...often obviate[s] \ 
the use of transfusion....”* 


AN 















in emergency — Acting directly on the clotting 
mechanism, KOAGAMIN arrests any capillary 
or venous bleeding in minutes—not hours, un- 
like vitamin K. 





in inaccessible bleeding By controlling 
hemorrhage of systemic origin, KOAGAMIN 
saves time and blood without the hazard of 
thrombosis or toxic reaction — no untoward 
effect ever reported. 


* Joseph, M.: Am. J. Surg. 87:905, 1954. 
KOAGAMIN, an aqueous solution of oxalic and malonic 


acids for parenteral use, is supplied in 10-cc. diaphragm- 
stoppered vials. 


Zhan) CHATHAM PHARMACEUTICALS, INC » NEWARK 2, NEW JERSEY 


Distributed in Canada by Austin Laboratories, Limited, Guelph, Ontario o6ess 

















These include long standing hypertension; 


chronic renal disease whether due to 
glomerulonephritis, nephrosclerosis, chronic 
pyelonephritis. In long standing diabetics, 
this condition is noted in a certain percentage 
of patients with Kimmelstiel-Wilson 
Syndrome. Although the primary disease is 
very different in these various entities, the 
final pathological findings are remarkably 
similar, capillary fragility. 





Whenever the ophthalmoscopic examination 
reveals hemorrhagic areas, it is reasonable to 
assume a comparable process is going on in 


the brain. 


Clinical evidences of this deterioration are 
manifested by: reduced intellectual activity, 
mental confusion, impaired judgment, 
emotional instability, listlessness, loss of 


appetite, weakness and early fatigability. 


What we have described are symptoms of 
senility. Cerebral arteriosclerosis and capillary 
fragility have always been a difficult problem. 
The addition of Hesper-C to the diet of the 


elderly with the above indications makes the 


C 


is the original synergistic nutritional 


difference in capillary strength. 


supplement for capillary integrity and 
provides 100 milligrams each of Ascorbic 


Acid and Hesperidin concentrate. 
Send for samples and reprints. 


The film “CLINICAL ENZYMOLOGyY”’ is now 
available for showing at medical meetings 
upon your request. And be sure to watch for 
the Med-Audiographs, a series of recorded 


clinical discussions. 


PRODUCTS OF ORIGINAL RESEARCH 
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SULFASUXIDINE®— NEOMYCIN SUSPENSION WITH KAOLIN AND PECTIN 


When diarrhea brings misery to your pa- 
tients, the prime consideration is prompt, 
lasting relief. CREMOMYCIN is so formulat- 
ed that bacillary as well as nonspecific diar- 
rheas respond promptly—often dramatically. 
The comprehensive, yet local antibacterial 
action of neomycin and Sulfasuxidine is 
concentrated in the gut and is complement- 
ed by kaolin and pectin, which soothe 
inflamed mucosa, adsorb toxins, and help 
normalize intestinal motility. 
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MERCK SHARP & DOHME 


DIVISION OF MERCK & CO.,, INC., PHILADELPHIA 1, PA 






















AVAILABLE AT ALL PHARMACIES 





“In Pulmonary and Bronchial Conditions” 






FOR GASTRO-INTESTINAL DYSFUNC- TRANSPULMIN 
TION AND ANTI-FLATULENT EFFECTS 3% solution Quinine shag Dies (ataphior, “Ai: 


dicated in acute and chronic bronchitis and as 
% prophylaxis against pulmonary complications, 
%, influenza and other upper respiratory conditions. 


IN FERMENTATION 


EUCARBON 


Each tablet contains: Extract of Rhubarb, Senna, 
Precipitated Sulfur, Peppermint Oil and Fennei 
Oil, in a highly, activated charcoal base. 
Action and Uses: Mild laxative, adsorbent and 
carminative. For use in indigestion, hyperacidity, 
bloating and flatulence. An excellent pec ai 
substance with a wide range of uses in derma- 
tology. 

Dose: 1 or 2 tablets daily % hr. after meals 
Supply: Tins of 100. 










“A modernized aoe of prenerine Burow's 
Solution U.S.P. XIV 
PRESTO-BO. 20 ® 
POWDER IN ENVELOPES OR TABLETS 
(Alum. Sulfate and Calc. Acetate). For use as 
an astringent and topical wet dressing, 
s,. treatment of swellings, inflammations, sprains. 
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“Sedation & ogre for Nervous, 
val mare Patients” 
ERIANETS-DISPERT © 
Each choceintat Coated Tab. gy es Ext. Valer- 
ian (highly concentrated) 0.05 gm. disper- 
, gentized. Tasteless, Odorless, Me 
% indicated in cases of nervous excitement, de- 
», pressive states, menopausal molimena, _ in- 
somnia. 
















STANDARD PHARMACEUTICAL CO., INC. * 253 WEST 26th ST., NEW YORK 1, N. Y. 








Have You MOVED? 


If you have changed your address recently notify us promptly so you will not miss any 
copies of Geriatrics. Be sure to indicate your old as well as your new address. Send notices to 


Circulation Department 


GERIATRICS « 84 south TENTH STREET © MINNEAPOLIS 3, MINNESOTA 
















AT. ‘she sees hene. 
depends on you! 


Every woman wants to look her best — whether her best re- 
quires a complete beauty regimen or only a scrubbed face — 
a puff of powder — and a touch of lipstick. To be deprived 
of her make-up —the ‘‘face”’ which she artfully arranges to meet the world—is, at 
least, disconcerting. 


Women need cosmetics that cleanse—lubricate—freshen—and beautify—just as 
they need your help to correct skin problems. In instances where regular make-up 
can not be allowed—don't forbid all beauty products—-for Allercreme Hypo- 
allergenic Cosmetics may prove to be precisely right. Carefully formulated— 
‘“pharmaceutica]ly’’ compounded—exquisitely packaged—they are apt to please 
both you and your most particular patient. 


Formulary—test kit—samples K 
—and sources of supply 


are yours upon request. HYPO-ALLERGENIC COSMETICS 


Div. of Texas Pharmacal Company, P. O. Box 1659, San Antonio, Texas 
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IN DIABETE S... 


Increased threat of vascular complications 

in diabetic patients can result from recurring 
episodes of inadequate control; at such times 
amino acids are “wasted” by de-amination 
in the liver and normal dietary security 


against lipotropic deficiency fades. 


TRADE MARK 






q 






(Sherman Lipotropic Capsule) One capsule t.i.d. 








prove capillary integrity, as 


Gericaps contain the true lipo- 





= 








tropics, choline and inositol, 
which are unaffected by de- 
amination in the liver. Three 
capsules daily provide the 
equivalent of 3 Gm. choline 
dihydrogen citrate. 


This dose also provides 60 _ 


mg. rutin and 37.5 mg. ascor- 
bic acid to maintain or im- 


comprehensive re 


well as 3000 units vitamin A, 
3 mg. thiamine hydrochloride, 
3 mg. riboflavin, 12 mg. nia- 
cinamide, 0.75 mg. pyridoxine 
hydrochloride, and 3 mg. cal- 
cium pantothenate. 
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BEECH-NUT PROVES 
SPECIAL DIETS CAN BE TASTY! 


Gone are the days when a patient need be de- 
pressed at the thought of having to follow a 
special diet. For in its Strained and Junior Foods, 
Beech-Nut has taken great pains to preserve na- 
tural flavor. There’s the time and attention given 
to choosing the finest ingredients, the care ex- 
ercised in cleaning and processing, the safe- 
guarding of important vitamins and minerals. 
Step by step, Beech-Nut has preserved the fresh 
flavor to help make your patients’ dietary menu 
tasty and appealing. And for older people living 





: 28 STRAINED FOODS 
alone, these foods are convenient and economical. 27 JUNIOR FOODS 


BEECH-NUT BABY FOODS 


Canajoharie, New York 
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Ulysses between Scylla and Charybdis—Bettmann Archive 


between the hazards of high steroid dosage 
and the frustration of inadequate relief 


Because of the complementary action of cortisone and the 
salicylates, Salcort produces a greater therapeutic response 
with lower dosage. Side effects are not encountered, and no 
withdrawal problems have been reported. 

One study concludes: “*Salicylate potentiates the greatly 
reduced amount of cortisone present so that its full effect is 
brought out without evoking undesirable side reactions.””! 


SALCORT 


indications: each tablet contains: 

Rheumatoid arthritis . . . Cortisone acetate. . . . 2.5 mg. 

Rheumatoid spondylitis . . . — ogee is 0.3 Gm. 

Rheumatic fever . . . Bursitis “a ydroxide gel, 0.12 Gm 

. .. Still’s Disease . . . Neuro- Calcium ascorbate. . . . 60.0 mg. 

muscular affections (equivalent to 50 mg. ascorbic acid) 
Calcium carbonate . . . 60.0 mg. 


‘Busse, E.A.: Treatment of Rheumatoid Arthritis by a Combination of Cortisone 
and Salicylates. Clinical Med. 11:1105 
*U.S. Pat. 2,691,662 





The S. E. MASSENGILL COMPANY, Bristol, Tennessee - New York + Kansas City » San Francisco 
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Where LECITHIN 


is indicated — 


GRANULESTIN 


—the original vitamin-enriched granu- 











lar phospholipid complex from soy. 
Rich in unsaturated fatty acids and 
organically combined choline-inositol- 
colamine-phosphorus. Ethically pro- 
moted for ten years as a dietary 
supplement with Vitamin A, in cardio- 





vascular disease, in psoriasis and for 
lipotropic activity (as in diabetes, liver 
dysfunction, alcoholism and in geria- 


For geriatric patients trics), Samples and literature on 


request. 


with delicate digestions ASSOCIATED CONCENTRATES 


57-01 32nd Avenue, Woodside 77, L.I., N.Y. 

According to studies made at a 
leading hospital*, Wheatena is so ~ 
digestible it can easily be taken 
by infants three months old. It is 
a non-irritant to the gastro-intes- 
tinal tract and is hypo-allergenic. 
Moreover, Wheatena is recom- 
mended to cardiac and diabetic 
patients because it is manufac- 
tured without salt or sugar. 

Wheatena, which is made by specify 
toasting the wheat germ, bran, kkk 
farina, is so delicious that it en- HENNESSY 
courages your patients to eat 
breakfast. = COGNAC BRANDY 

Digestible, delicious — that’s 
Wheatena. Write for your free 
sample of Wheatena. > 
Suggest Wheatena 
to your geriatric 
patients. 











n very special cases 
a very superior brandy... 





84 Proof | Schieffelin & Co., New York 

















*Results furnished 
on request. 

The Wheatena Corp. 
Rahway, N. J. 












Wheatena Zorior Gond/ 

































Supplied: White, 5 mg. oral tab- 
lets, bottles of 20 and 100. Pink, 
1 mg. oral tablets, bottles of 100. 
Both are deep-scored. 

*Schwartz, E.: New York J. Med. 
56:570, 1956. 
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in bronchial asthma 


brand of prednisolone 


one of “the best therapeutic agents 
now available”* 


provides restoration of breathing capacity — Relief of symptoms 
[bronchospasm, cough, wheezing, dyspnea] is maintained for long 
periods with relatively small doses.* 


minimal effect on electrolyte balance — “in therapeutically effective 
doses... there is usually no sodium or fluid retention or potassium 
loss.”** Lack of edema and undesirable weight gain permits more 
effective therapy particularly for those with cardiac complications. 





LAB : Brooklyn 6, New York 
Division, Chas. Pfizer & Co., Inc. 
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S.F.DURST & COMPANY, INC., Phila. 20, Pa. 


mental clarifier for the aged... 
for safe, effective treatment of moderately 
disturbed aged patients... 


Today’s increasing life span has increased the number of 
aged patients for every physician so greatly that geriatrics 


= 
has become a part of his everyday practice. This is espe- 
cially true in considering changes in the central nervous 
system, which frequently mean treatment in modern pri- 
vate or public mental hospitals. But a still greater number 
of the aged are subject to only mild memory defects or 
sé D U ol S T ” slight confusion resulting in some abnormal behavior. These 


cases may be treated at home... and clinical tests prove 
that SENILEX has shown remarkable results in these states. 


SENILEX is a safe, simple regimen for moderately 
disturbed patients. Used on ambulatory basis 

for rehabilitation of the aged without 
institutionalization. There are no specific contra- 
indications. Prescribe SENILEX for your next case. 


INDICATIONS: Senile Mental Deteri- 
oration, Especially Mild Memory Defects, 
Confusion and Abnormal Behavior. 


ACTION: Produces both objective and 
subjective physical improvements, marked 
behavior improvement, better perform- 
ance on psychological testing, and increase 
in intelligence quotient. Restores normal 
blood lactic acid values and produces more 
normal electroencephalographic tracings. 


DOSAGE: 2 tablets 3 times daily. Lower 
dosages for maintenance after maximum 
effect is reached. 


SUPPLIED: Furnished in bottles of 96 


tablets. 

FORMULA: 

Pentylenetetrazol ...... 100 mg. 
| a ee 50 mg. 


Send for literature 
and samples 


More than 25 years 
of service to the 
Medical Profession. 
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properly graduated support 










‘styled with fashion in mind 
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full-footed elastic hosiery 


La 


ACE Full-Footed Elastic Hosiery for Women exerts properly graduated 
pressure to assure firm, constant therapeutic support. Its availability 
in the widest range of sizes and lengths permits virtual “custom fit,” 


eliminating unattractive bulkiness and wrinkles. In fact, the woman 
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who must wear supportive hose stays right in style with ACE. Its soft 
beige shade blends with any color scheme, while its lighter weight 


and finer appearance are flattering to the leg. 
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BECTON, DICKINSON AND COMPANY - RUTHERFORD, N. J. |B-D| 






B-D AND ACE, T.M. REG. U.S. PAT. OFF. 















Announcing 


‘INVERSINE’ 


Mecamylamine Hydrochloride 


An oral antihypertensive 
that is 


TOTALLY NEW 
CHEMICALLY DIFFERENT 
CLINICALLY RELIABLE 


















| 

NVERSINE,’ a secondary amine, is a 
new and extremely potent antihyper- 
tensive agent. It is totally unlike the 
poorly and erratically absorbed gan- 
glionic blockers of the quaternary am- 
monium type and has the following 
clinically demonstrated properties: 

1. Excellent reproducibility of effects. 
2. Most potent of all available oral 
ganglionic blockers (10 to 20 times 
more potent than pentolinium and 
about 90 times more potent than hexa- 
methonium). 





The same dose provides the same results ... day after day. 























3. Smooth, predictable response: In a 
given patient, the same dose of ‘INVER- 
SINE’ elicits the same blood pressure 
response, time after time, with minimal 
day-to-day fluctuation. 

4. Remarkable physiologic economy re- 
sulting in long duration of action, sus- 
tained effect. 

5. Gradual onset of effect. 

6. Small oral dosage produces required 
hypotensive effect. 

7. Effective even in patients refractory 
to hexamethonium and other ganglionic 
blocking agents. 

In all these respects, ‘INVERSINE’ 
differs greatly from all other available 
ganglionic blocking agents and is, in 
effect, in a unique category among anti- 
hypertensives. 


CLINICAL STUDIES 


‘INVERSINE’ has been used by many in- 
vestigators on thousands of patients. In 
all this clinical work, this new and very 
potent agent has amply fulfilled its 
laboratory promise. By demonstrating 
reproducibility, high potency and 
smooth effectiveness with minimal fluc- 
tuation — all resulting directly from its 
complete absorption from the gastro- 
intestinal tract — ‘INVERSINE’ has suc- 
cessfully circumvented many of the 
objections to the use of ganglionic 
blockade in hypertension. 

In the opinion of one reviewer “. . . 
the most useful ganglionic blocking 
agent to be introduced is mecamylamine 
(‘INVERSINE’). . . . This drug is com- 
pletely absorbed when given by mouth 
and has such a gradual onset and offset 
of action that a continuous and effec- 
tive level of blockade can readily be 
achieved. . . .””1 

Further, in one of many clinical 
trials,+ ““The over-all response rate was 
92%, and 24% of the patients became 
normotensive.”2 Investigators have 
found ‘INVERSINE’ to be “. . . the most 
potent and effective of the three drugs 
in reducing the blood pressure. . . .” 
[‘INVERSINE’ and two other ganglionic 
blocking agents. |? 

Moreover, following ganglionic block- 
ade with ‘INVERSINE,’ some patients 
with hypertension may experience re- 





lief of pre-existing headache and angina 
pectoris. Many patients with retino- 
pathy, congestive heart failure and elec- 
trocardiographic abnormalities, have 
shown signs of improvement during 
treatment with ‘INVERSINE.’ 
‘INVERSINE’ was thus shown to be 
most valuable in the management of 
hypertensive vascular disease. 


SIDE EFFECTS 


‘INVERSINE’ (mecamylamine), though 
comparatively nontoxic, is a very po- 
tent agent which must be used with 
care. Side effects observed during clini- 
cal use are due to excessive pharma- 
cologic action. They may be minimized 
by careful adjustment of dosage and 
close supervision of the patient. 


* * w w * 


Judged by any standard ‘INVERSINE’ 
(mecamylamine) is the most satisfac- 
tory agent in the treatment of hyper- 
tension by ganglionic blockade. It is 
the most potent and most reliable oral 
agent for the management of hyper- 
tension. 


References: 

1. Sturgis, C. C., et al.: Advances in Internal 
Medicine, J. Michigan M. Soc. 55:154 (Feb.) 
1956. 

2. Moyer, J. H. et al.: Drug Therapy of Hyper- 


tension: Preliminary Observations on the Clinical ———_—_—e 


Use of Mecamylamine (A Ganglionic Blocking 
Agent) in Combination with Rauwolfia for the 
Treatment of Hypertension, Med. Rec. & Ann. 
49:390 (Sept.) 1955. 

+ In this clinical trial all patients were 
given, in addition to one of the gan- 
glionic blocking agents, a constant 
daily amount of reserpine. 

‘INVERSINE’ is the trademark of Merck & Co., Inc. 


MERCK SHARP & DOHME 


DIVISION OF MERCK &CO.. INC., PHILADELPHIA 1, PA. 








Each fluidounce contains: 

Neomycin sulfate . 300 mg. (474 grs.) 

[equivalent to 210 mg. (3/4 grs.) neo- 
mycin base] 

Kaolin... . . 5.832 Gm. (90 gers.) 

Pectin ..... 0.130 Gm. ( 2 grs.) 

Suspended with methylcellulose 1.25% 


Supplied: 
6-fluidounce and pint bottles 


The Upjohn Company, Kalamazoo, Michigan 














Bacterial 





diarrheas... 








Trademark, Reg. U.S. Pat. Off. 


with 
Neomycin 









How CARNATION INSTANT 
provides new dietary advantages not possible 
with other forms of nonfat milk 


supplied by bottled nonfat milk. The 
new crystal form may also be added 
to whole milk to increase its nutri- 
tive content. 


Because Carnation Instant is a new 
crystal form of nonfat dry milk, the 
physician may specify a greater 
ratio of milk solids to water than 
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WHEN LIQUIDS ARE RESTRICTED, 


WHEN PROTEIN NEEDS ARE HIGH, 





the physician may specify an 
additional heaping tablespoon of 
Carnation crystals per glass (or 
’, cup additional crystals per 
quart.) This ‘‘self-enrichment”’ 
provides a 25% increase in pro- 
tein, calcium and B-vitamins with 
no increase in liquid bulk. 


25% “self-enriched” Carnation 
Instant also provides a more familiar 
heavier texture and richer flavor, 
well-liked by patients who are 
accustomed to drinking whole milk. 


the physician may recommend the 
addition of 144 cups Carnation 
crystals to each quart of whole 
milk. This doubles the protein, 
calcium and B-vitamin content. 


The use of Carnation Instant in 
whole milk is of value when some 
fat is advisable but liquids 
should be restricted...and is also 
~ useful in increasing the protein 
in geriatric or convalescent diet 
without increasing fat 
or liquid bulk. 











Other advantages 
of the Carnation exclusive 
Crystal Form 





Fresh milk flavor, delicious for drinking. 
Mixes instantly in ice-cold water. 
Does not cake or harden in the package. 


No special recipes needed. 


Economical, available everywhere. 

















What were you saying 
about the doctor's 
“no coffee” advice? 








The easiest way to convince a patient 
to give up coffee is to suggest a delicious 
coffee substitute...it’s caffein-free In- 
stant Postum. 

While some of your patients may 
enjoy regular Instant Postum, others 
may prefer new Imitation Coffee Flavor 
Instant Postum—now available for the 
first time! It’s extra-rich and hearty. 

What’s more, Coffee Flavor Instant 
Postum offers all the regular Instant 


Regular and NEW Coffee Flavor 


Instant Postum 


No caffein 


Postum is a registered trade-mark of General Foods Corporation 


| said it really upset me 
till | tried a new drink 

he suggested... 
Coffee Flavor Instant Postum! 





Postum benefits. It contains no caffein 
and costs less than a penny a cup. 


Made of whole wheat and bran, the 
Instant Postum (Coffee Flavor or regu- 
lar) in an average cupful contains only 
10 mg. sodium and a mere 16 calories. 
For a gift supply of both the Coffee 
Flavor and regular Instant Postums, 
write to: Postum, Dept. G-10, Battle 
Creek, Mich. (Offer good in U.S. only: 
expires April 30, 1957.) 
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“Comparison of pentolinium [ANSOLYSEN] with other preparations in 25 patients 
with severe essential hypertension, for whom all other methods of management 
had failed, showed that pentolinium is the most effective of available agents in 
reducing dangerously high blood pressure to the desired levels, and in modifying 
some of the complications of hypertension, as cardiac decompensation, cardio- 
megaly and retinopathy... . 


“In 96 per cent (24 patients) clinical symptoms were relieved and the blood 
pressure maintained at comfortable levels. .. .””! 
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TARTRATE Pentolinium Tartrate 
Lowers Blood Pressure 





1, Albert, A., and Albert, M.: Am. Pract. & 
Dig. Treat. 7:986 (June) 1956. 


Philadelphia 1, Pa. 
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for the first time...extended action codeine 





Donnatal® 





10 to 12 hours 
uninterrupted 
pain relief in 
a single tablet 


with Codeine extended action tablets 


* no up-and-down analgesia 
¢ better codeine toleration 


Belladonna alkaloids and phenobar- 
bital, as in Donnatal, induce mild 
sedation, reducing pain conscious- 
ness and anxiety. Patient is pro- 
tected from spasm. Codeine consti- 
pation, nausea and vomiting are 
avoided. Phenobarbital directly 
augments the potent analgesic effect 
of codeine.! Indicated wherever co- 
deine is indicated—in pain or cough. 


Donnagesic No. 1 (pink) 


CODEINE Phosphate (% gr.)........ 48.6 mg. 
Hyoscyamine Sulfate............ 0.3111 mg. 
Atropine Sulfate................ 0.0582 mg. 
Hyoscine Hydrobromide.......... 0.0195 mg. 
Phenobarbital (% gr.)..........500 48,6 mg. 
Donnagesic No. 2 (red) 

CODEINE Phosphate (1% gr.)....... 97.2 mg. 
Hyoscyamine Sulfate............ 0.3111 mg. 
Atropine Sulfate....... pocesnee’ 0.0582 mg. 
Hyoscine Hydrobromide.......... 0.0195 mg. 
Phenobarbital (% gr.)..........005- 48.6 mg. 


1. Goodman, L. S., and Gilman, A.: The Pharmacologic Basis 
of Therapeutics, N. ¥., The Macmillan Co., 1955; p. 12% 


A. H. ROBINS CO., INC. 
RICHMOND 20, VIRGINIA 
Ethical Pharmaceuticals of Merit Since 1878 


*TM Reg. U.S. Pat. Off.—pat. applied for 











THE BIO-FLAVONOIDS 


A growing group of clinical reports today 
indicates the importance of the Citrus Bio- 
flavonoids in health and disease. 





Yet it was over 30 years ago that the first 
report of Sunkist Bio-flavonoid Research 
was published. As the manufacturer of 
citrus products, Sunkist Research has con- 
tinued to produce standardized Citrus Bio- 
flavonoids to the Pharmaceutical Industry. 


CITRUS BIO-FLAVONOIDS 
: Hesperidin 
Hesperidin Methyl Chalcone 

Lemon Bio-flavonoid Complex 
Calcium Fiavonate Glycoside 


CLINICAL APPLICATIONS 
Extensive Bio-flavonoid bibliography, re- 
porting investigation over many years, is 
rapidly being favorably documented. 

Hesperidin and the other Citrus Bio- 
flavonoids have been found effective as ad- 
juncts in the treatment of disease syndromes 
in which capillary abnormalities appear 
at both subclinical and clinical levels. 

Indications for the use of the Citrus Bio- 
flavonoids are on a twofold basis, as: 1. Nu- 
tritional factors. 2. Therapeutic agents. 

Many therapeutic uses are as yet in 
suggestive and indicative stages—respiratory 
disease, etc. Conclusive evidence is being 
documented in the prenatal control of 
habitual abortion and in vascular disease. 


Hesperidin and other Citrus Bio-flavonoids 
in combination with therapeutic agents and 
nutritional factors are available to the med- 
ical profession as specialties developed by 
leading pharmaceutical manufacturers. 











Richest 
in Thiamine 
among 
whole-grain 

cereals 





IN GERIATRIC NUTRITION 
In the problems of geriatric 
nutrition, of dealing with 
the self-imposed restric- 
tions and distorted appe- 
tites of the aged, oatmeal 
offers definite advantages. 
It provides good protein, 
valuable vitamins and 
minerals, is low in sodium 
and purines, is easily eaten, 
readily digested, and 
promptly utilized. 


The Quaker Oats O@mpany 


CHICAGO 





And No Vitamin Loss 
in Processing 


Oatmeal is naturally “‘considerably richer”! in 
vitamin B, than other whole-grain cereal breakfast 
foods. 


Careful selection of the oats produces remarkable 
uniformity of nutrient contents. Repeated quantita- 
tive analyses of all rolled oats processed at the mills 
of the Quaker Oats Company demonstrate the rela- 
tive constancy of their B vitamin concentrations. 


Neither the milling of rolled oats nor their cooking 
in the home results in significant vitamin loss. 


In the milling, the oats—after being mechanically 
freed from extraneous material—are mildly proc- 
essed at temperatures not to exceed 200° F., then 
cooled and hulled. The resulting “‘groats’”’ are steamed 
and rolled to form standard oat flakes. For quick- 
cooking thinner flakes, the groats are cut into 2 to 4 
pieces before steaming. The parts richest in vitamin 
concentration—the germ and the outer cellular lay- 
ers of the oat seed—are retained, and remain virtu- 
ally unchanged in vitamin values. 


Cooking of oatmeal in the home leads to no appre- 
ciable vitamin loss. According to a symposium, pre- 
pared under the auspices of the Council on Foods 
and Nutrition of the American Medical Association, 
“one hundred and twenty minutes’ cooking in a 
double boiler did not cause any appreciable loss of 
thiamine from rolled oats.’’? 


Quaker Oats and Mother’s Oats, the two brands 
of oatmeal offered by The Quaker Oats Company, 
are identical. Both brands are available in the Quick 
(cooks in one minute) and the Old-Fashioned varie- 
ties which are of equal nutrient value. 


1. Maynard, L.A., and Nelson, W.L., in Handbook of Nutrition, 
American Medical Association, ed. 2, Philadelphia, The 
Blakiston Company, 1951, p. 625. 

2. Aughey, E., and Daniel, E.P., cited by Maynard, L.A., and 
Nelson, W.L.: Foods of Plant Origin, ibid. 
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le ANOTHER HIGHLIGHT ON LECITHIN—-A NATURAL PHOSPHATIDE 
2- 

Is Phosphatides — Clearing Agents of Blood Plasma 





Phosphatides have been found in all vegetable and animal cells. There seems little doubt that they 
are part of the basic structure of protoplasm and also enter into cell metabolism. The most abun- 
8 dantly found phosphatides are the lecithins, whose surface active properties, when combined with 
proteins and carbohydrates, play an important role as physiologic emulsifiers of fats and oils. 


y The following considerations highlight the importance of adequate lecithin plasma concentrations. 
J Phosphatides together with cholesterol are found in plasma in combination with proteins and 
d circulate as lipoproteins.? The phosphatides in plasma protein are believed to be highly essential 
- for the stability of the complex colloidal system represented by blood plasma.’ A phosphatide 
4 content of 30% or more seems necessary to keep the plasma clear and non-lipemic;? lower con- 
centrations will cause the plasma to remain cloudy. (In human plasma lecithin makes up about 
a 80% of the phosphatides present; others are sphingomyelin and cephalin.2) A constantly cloudy, 
I- lipemic serum can be considered a sign of disturbed fat metabolism, which has been incriminated in 
the pathogenesis of many serious disturbances. Research on lecithin’s potentially useful role in the 
" management of the more complicated forms of deranged lipid and cholesterol metabolism — as 
e in essential hyperlipemia, idiopathic familial hypercholesteremia, xanthomatosis and diabetes — is 
. now being actively conducted. If you are interested in the progress of this research or if you desire 
to have clinical trial supplies, won’t you write to us? 
a An excellent source of lecithin is Glidden’s “RG” Oil-free Soya Lecithin, a highly purified extract 
f containing a minimum of 95% phospholipids. It is packed in a specially designed 8 oz. container to 
maintain its purity and freshness and is available at your drugstore. 
8 Investigators of lecithin have used quantities from 7.5 to 30 grams daily in divided doses (3 tea- 
; spoonfuls equal 7.5 grams). = 
“ Administration: “RG” Lecithin is presented in palatable granules which may be taken plain, in 
milk, in orange juice or other citrus juice, or sprinkled on cereal. 
Literature available on request. 
; Bibliography: 1. West, E. S., and Todd, W. R.: Textbook of Biochemistry, New York, The Macmillan Company, 1952, 
Pp. 184, e 2. Drill, V. A.: Pharmacology in Medicine, New York, McGraw-Hill Book Company, Inc., 1954, p. 64/6. « 
d 3. Ahrens, E. H., Jr., and Kunkel, H. G.: J. Exper. Med. 90:409 (Nov. 1) 1949. 
® 
GLIDDEN RG LECITHIN 
THE GLIDDEN COMPANY + CHEMURGY DIVISION 
1825 North Laramie Avenue, Chicago 39, Illinois 
































The French 
call it 


Papert”... 


Wine—the classic beverage 
of moderation— 

through its flavorful esters 
and acids, has been 





found to excite 
the olfactory sense, the gustatory papillae, 
and hence the appetite even in anorexic states. 
No longer is its use based solely on tradition or psychological appeal, for extensive 
research is pointing up the physiological value of wine as an aliment 

as well as a pleasant aperitif. 


We now know why a glass of Port, Sherry, Burgundy, Sauterne— , « 
depending on individual taste—can aid Co \ 
the digestion as well as the appetite AL | 
of your geriatric, post-surgical or convalescent patients. e 


We know, moreover, that wine possesses significant vasodilating, diuretic and 
relaxant properties of value in the field of cardiology, 

that its moderate content of alcohol is metabolized readily 
even by diabetics, that its gentle sedative action at 
bedtime affords a valuable aid to normal sleep and may 
even obviate the need for sedative drugs. 


May we send you a copy of 
“Uses of Wine in Medical 
Practice."’ Just write to: 
Wine Advisory Board, 
717 Market Street, 

San Francisco, California. 
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Now Available / 


—Medihaler 


THE UNIQUE MEASURED-DOSE INHALATION METHOD 





Brand of epinephrine U.S.P. 0.5% solution. 
Each ejection delivers 0.125 mg. 


Brand of isoproterenol HCl U.S.P. 0.25% 
solution. Each ejection delivers 0.06 mg. 


Unbreakable plastic...no movable parts... 
carrying case for Adapter and medication 
small enough to be carried inconspicuously 
in pocket or purse. 





. . . The Medihaler principle, an 
entirely new concept in nebulization therapy of asthma, 
avoids the unmeasured, haphazard spray and frantic, 
repetitive effort usually associated with glass-and-bulb 
nebulizers. Only one or two inhalations with 
Medihaler provide welcome relief. Each meas- 
ured dose provides 5 to 8 times as many par- 
ticles in the ideal size range—0.5 to 4 microns 
radius—as conventional nebulizers. The result 
is better and speedier relief. 





LOS ANGELES 


For Emergency Relief | V 
of Acute Attacks of Octyl nitrite (1%) in aerosol solution 
Metered-dosage nebulization using a as 
i i portal of entry to provide speedy relief from 
Angina Pectoris acute attacks of angina pectoris. Medication and 


unbreakable Adapter fit into pocket-size case. 





85A 





(Wood engraving by Bernard Brussel-Smith, for the Armstrong Cork Company) 


A full day’s work—without Angina Pectoris 


In rigorous clinical trials! METAMINE SUSTAINED improved 80 (78%) of 103 
patients with angina pectoris, including a group refractory to other medication. 


METAMINE SUSTAINED tablets slowly 
release 10 mg. of METAMINE, the 
unique, amino nitrate, to provide en- 
during, 12-hour protection from an- 
ginal attacks. 

Simplified dosage—just 1 tablet on 
arising, and 1 before the evening 
meal. 

Greater economy tor your 
pectoris patient. 


angina 


new! 


1 tablet 
all day 


1 tablet 
all night 


Supplied: METAMINE SUSTAINED, 10 
mg., in bottles of 50 sustained release 
tablets. Also available: METAMINE, 
2 mg., and METAMINE (2 mg.) with 
BUTABARBITAL (4 gr.), bottles of 
50 tablets. THOS. LEEMING & CO., 
INC., NEW YORK 17, N.Y. 


\Fuller, H. L., and Kassel, L. E.: Sustained 
Release Metamine (triethanalomine trinitrate 
biphosphate) in Angina Pectoris. (in press). 


Metamine 


triethanolamine trinitrate biphosphate, LeemiNG, 10 mg. 


Sustained 








"Such a combination has proved clinically to 
be far more effective and no more toxic than 
equivalent doses of any of these used singly." 


Bonica, J.J.; and Backup, P.H. (Tacoma General Hospital, 
Washington): Northwest Med., 54:22, Jan., 1955. 





“Mediatric” will help make the “senior” years 
more pleasant and enjoyable. 


“Mediatric” is specially formulated to counteract the adverse influence of declining gonadal 
function, nutritional inadequacy and emotional instability. 


“Mediatric” contains estrogen and androgen in amounts that will effectively supplement 
reduced gonadal hormone production; nutritional supplements carefully selected to meet 
the needs of the patient; and a mild antidepressant to promote a brighter mental outlook. 
Available in tablets, capsules, and liquid. 


“MEDIATRIC;’ 


Steroid-Nutritional Compound 


IN PREVENTIVE GERIATRICS 


Ayerst Laboratories * New York, N. Y. * Montreal, Canada 








